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Abstract
“Community-Based Participatory Research 2.0” refers to a methodologic
framework describing the process of scaling the New Haven MOMS Partnership, an
existing participatory intervention, to new sites in Bridgeport, Connecticut and New York
City.
Following a community-based participatory approach to the process of program
differentiation within implementation science, informal team canvassing identified core
components of the program: neighborhood hub sites, community mental health workers,
and utilization of incentives. Community needs assessments were prepared, distributed,
and analyzed to identify flexible program components. Assessments were tailored to
specific communities and included the Center for Epidemiologic Studies-Depression
Scale (CES-D), the Oslo-3 perceived social support scale, the Chicago Neighborhood
Social Cohesion Questions (CNQ), and multiple demographic and site-specific questions.
For respondents in both Bridgeport (n = 135) and New York City (n = 173), the
burden of depression amongst parenting women was significant. About 38.1% of
respondents in Bridgeport and 57.1% in New York City were at risk for major depression
and overall symptoms were more severe in New York. In both sites, women reported an
unmet desire for mental healthcare as well as specific barriers to accessing traditional
treatment and may thus benefit from the core components of the MOMS Partnership
intervention. The first flexible program component included the content and distribution
of the goals and needs assessment itself. Goals and needs assessment data also identified
what type of incentives should be utilized in the program given reported basic needs in
the community that were significantly associated with the burden of maternal depression,

which included diaper need and food insecurity, indicating that the Diaper Bank may be
an essential partnership and that diapers and food stamps may be useful incentives for
participants. Program timings and languages were also identified in each needs
assessment and will be addressed in ultimate program design.
The methodology of CBPR 2.0 thus asserts that an appropriate communitypartnered and evidence-based approach to scaling interventions involves program
differentiation, which should include identifying core components as well as flexible
components, which is where community responsiveness should be seen as an essential
component of replicating a program with fidelity.
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Introduction
Mental Health and Poverty
Although there has been rapid and widespread development of evidence-based
treatments for mental health disorders, particularly within the last few decades,
depression remains undertreated (Smith et al 2009) and the disparities in the availability
and ability to utilize services for marginalized groups have been widening (McMickens et
al 2019; Alegria et al 2002). These include groups that differ based on the treatment they
receive according to their race and ethnicity as well as groups that have been
disenfranchised and experience social and economic hardship. Disparities in access to
mental healthcare are likely due to inadequate social and medico-legal policy, gaps in
service provision, and effective individual treatment experiences (Alegria 2016).
There are two prominent theories that describe the mechanism of the relationship
between social and financial hardship or other forms of marginalization and mental
health: Social causation posits that all individuals have equal susceptibility to depression,
regardless of socioeconomic status, and that the risk remains latent until the individual is
exposed to the stressor of poverty. The exposure will elicit a neurodevelopmental
reaction that may exacerbate impact of the stressor or may prevent recovery from the
insult (Wadsworth et al 2005). Social selection, on the other hand, dictates that there are
inherent, existing neurodevelopmental differences among people that are responsible for
both an increased risk of depression and socioeconomic instability. Access to certain
1

resources like good-quality healthcare and education (Wadsworth et al 2005) and stress
(Mani et al 2013) have also been theorized as mediators of this relationship. Both theories
allow for the idea that poverty increases cognitive load and limits the capacity of
individuals (Mani et al 2013) to function in other ways, indicating that poverty may have
a synergistic impact on individuals experiencing scarcity, increasing barriers to overall
wellbeing.
Given the well-documented relationship between depression and unemployment,
absenteeism, at-work performance deficits, and overall material hardship, we can identify
that mental health is a major driver within the cycle of poverty (Lerner and Henke 2008).
Poverty is associated with mental ill health, which influences an individual’s ability to
gain and sustain employment and increases their risk of food security, housing security,
household stress, and parenting stress; consequently, these barriers impact an individual’s
ability to maintain a level of income and access to resources that contribute to their
wellbeing and the cycle continues.
Mental Health, Poverty, and Gender
The epidemiology of mental illness, particularly for mood disorders, differs
significantly on the axis of gender. This is true for both overall risk of developing anxiety
and depression as well as in terms of mental health treatment utilization (Wallace et al
2017). Specifically, women have been documented to experience 1.7 to 2.0 times greater
lifetime risk of mood disorders compared to men (Wallace et al 2017, McLean et al
2011). In absolute terms, between 10-25% of women will be diagnosed with depression
over their lifetime (McMickens et al 2019, Kessler et al 2005, Weissman et al 1996).

The relationships between mental health, poverty, gender, and identity within a
marginalized racial or ethnic group are complex. Poverty affects women more often than
men and among women, younger women of color and Latinx women are groups that are
disproportionately affected. Women are also more likely than men to report stressors in
their life that are caused by finances (Lange et al 2017, American Psychological
Association) and women who are in poverty are more likely to experience depression
those who are not in poverty (Manuel et al 2012). The burden of mental health in women
also disproportionately falls on women of color and Latinx women as well as women in
poverty. Women in these groups are also less likely to utilize mental healthcare in the
primary or specialty healthcare setting. Importantly, when women in these groups are
able to access care, they are less likely to be provided the appropriate quality and level of
care (Lange et al 2017, Alegria et al 2008, Fortuna et al 2010).
Maternal Mental Health and Poverty
The experiences of women as they transition to parenthood may also impact their
mental health. Not only is depression one of the most common complication of childbirth
(Smith et al 2011, American Psychiatric Association), but during this social transition,
there are significant changes in women’s reciprocal relationships, in their employment, as
well as a new and substantial burden of childcare (Lange et al 2017). These changes
indicate the importance of examining depression through the lens of parenthood for
women.
There is evidence that the risk of mood disorders increases significantly as women
enter childbearing years (Kessler et al 2005, Weissman et al 1996) and depression is
common among new mothers and mothers with young children with a prevalence

between 12% and 20%. When screened in primary care settings, 75% of depressed
women of childbearing age had not received any mental health treatment (Smith et al
2009, Smith et al 2004, Marcus et al 2003) indicating that despite significant burden and
access to primary healthcare, maternal depression remains undertreated.
The cycle of poverty and depression among parenting women has been elucidated
in quantitative studies that indicate that psychological distress among parents in poverty
is associated with poorer self-reports of parental efficacy (Waldfogel et al 2010) as well
as qualitative studies in which women described that material hardship has directly
impacted their ability to provide their desired quality of parenting.
Alongside the significant burden that mental illness poses for parenting women
themselves, there is significant research establishing the impact of both poverty and
maternal mental health on the health of children in the household (Brooks-Gunn and
Duncan 1997, Smith et al 2013). Parenting women in poverty as defined by both income
and material hardship have higher levels of parenting stress and depressive symptoms
(Berger et al 2009, Lange et al 2017) and their children are at greater risk of social,
emotional, behavioral, and physical health problems (Samuels-Dennis et al 2007, Smith
et al 2013). For instance, stress and trauma disorders have been associated with an
increase in infants born at lower birthweights, shorter gestations, and overall adverse
effects on infant development when compared to mothers with stable emotional
wellbeing (Schetter and Tanner 2012). Researchers have also described specific
associations between poverty as defined by specific components of material hardship –
food insecurity (Whitaker et al 2006, Slopen et al 2010), childcare (Wallace et al 2017),
and diaper need (Smith et al 2013), for instance – and the likelihood of mental health

conditions among mothers and their children. When mothers cannot provide these basic
needs for their children, we tend to see an increase in work and school absenteeism,
unemployment, and absenteeism for their children in school and of course, greater levels
of distress (Wallace et al 2017, Austin et al 2017).
Models to Address Maternal Depression
In prior public health literature, there have been three major interventional
frameworks described to address maternal mental health – the first is to perform
screening for depression among pregnant, postpartum, and parenting women as standard
medical practice (US Preventative Services Task Force 2002). Studies however, show
that patient outcomes do not improve as a result of screening – there is often no or
minimal effect in changing depressive symptoms or increasing utilization of treatment
services for women who screen positive for depressive symptoms (Gilbody et al 2008).
This approach also requires buy-in from providers as it is a recommendation, rather than
requirement for practices across the nation. Other avenues include provision of home
visits to increase social support, which have demonstrated some effectiveness if
conducted by a trained healthcare provider (Leis et al 2009, Dennis et al 2004), and the
promotion of treatment-seeking behaviors within specific communities via large scale
media campaigns (Dennis et al 2007), which have demonstrated limited effectiveness.
There is thus a clear need for more innovative and effective frameworks within public
health programming to address this burden (Smith et al 2011).
As public health innovations move beyond the models described above to address
maternal mental health and as a greater focus is being placed on decreasing mental
disparity within marginalized groups, there has been a significant push to design care

models that can be delivered in nontraditional settings (McMickens et al 2019, Acri et al
2014, Alegria et al 2016, Wells et al 2004) and scaled widely in a cost effective and
community-centered approach. Public health programs in general are increasingly
utilizing community locations like barber shops, hairdressers, and supermarkets rather
than medical spaces to address chronic medical conditions (McMickens et al 2019, Diez
Roux and Mair 2010, Linnan et al 2014, Winkler et al 2016). These community locations
are able to increase access and lessen the burden of stigma when accessing mental
healthcare (McMickens et al 2019) making interventions more acceptable by the most
marginalized communities that likely have the most significant mental health burden.
This process is facilitated by understanding how stigma manifests among various
communities. Understanding the views of people in the intended communities for the
intervention in question can better inform program design in order to optimize its
acceptability in context. Community-based participatory research is one method that can
be used to tailor and scale programs and adapt, refine and develop new research avenues
in mental health.
Community-Based Participatory Research Principles
Community-based participatory research (CBPR) is a research approach that
equalizes the power relationships among academic and community stakeholders towards
the ultimate goal of co-creation of knowledge, recognizing the unique and parallel
strengths that each partner brings (Wallerstein and Duran 2010, Ruggiero & Edwards
2018, Smith et al 2011). Community, in this case, can be interpreted as any individuals
who would be impacted by the research – they may be united by geography, identity, a
particular illness, or a particular interest (Horowitz et al 2009).

Green et al provided the first definition of CBPR in 1995 as “inquiry with the
participation of those affected by an issue for the purpose of education and action for
effecting change.” Accordingly, an increasing focus on CBPR has resulted from
increasing disparities among socioeconomically marginalized groups (National
Healthcare Disparities Report 2005) as well as the delay in translation of research
findings to practice which has produced a public health “urgency to design effective
interventions” (Wallerstein and Duran 2010). The hope that community participation will
result in greater applicability of research and consequently, greater impact for
communities, policy-makers, and practitioners (Cargo and Mercer 2008, Di Ruggiero and
Edwards 2018) has created funding incentives for academics that encourage coproduction of knowledge and alignment of research with the needs of those being
researched.
Participatory research is assumed to reduce the asymmetry in power relations
between the researcher and researched (Kara 2017) and approaches using this framework
have thus highlighted ethical obligations that researchers have towards underserved
communities. This framework has brought to light how public health and biomedical
research has failed to involve participants from communities where it occurs and have
contributed to a negative perception of research in many marginalized communities
(Hernandez et al 2019). According to Wallerstein and Duran (2010), community-engaged
approaches have gained traction in National Institutes of Health research circles for their
capacity to reduce racial and ethnic health disparities and for the bi-directional support
these approaches provide.

In 2010, Wallerstein and Duran named core principles of CBPR, which include:
genuine partnership and co-learning, capacity building of community members who
engage in research, applying findings to benefit involved stakeholders, and finally,
commitments to long-term partnerships. Other scholars have identified that the cocreation of knowledge within CBPR should specifically account for different ways of
knowing and be grounded in participants’ lived experiences (Di Ruggiero and Edwards
2018, Springett et al 2011, Jull et al 2017).
In terms of overall effectiveness of CBPR interventions, scholars have found
promising evidence that community-engagement enhances traditional public health
intervention effectiveness (Wallerstein and Duran 2010). Meta-analysis research has also
demonstrated that interventions based on CBPR positively impact health, but there has
been no evidence that a particular model is the most effective (Di Ruggiero and Edwards
2018). Thus, while literature on the impact of participatory research on health outcomes
is not entirely definitive, other elements of community-engaged research have been found
to impact health outcomes indirectly. These changes include greater sustainability of
programming, greater equity in programming, progressive policy changes, and
community empowerment, all of which may ultimately contribute to health (Wallerstein
and Duran 2010, Wallerstein 2010, Minkler et al 2008). Changes in the research
paradigm that create more ethical action have also been shown including sustainable
trusted relationships between the community and the researchers (White-Cooper S et al
2007), building community capacity (Macaulay et al 1999), retaining study participants
who have been underrepresented in research (Noe et al 2007), and improved
dissemination of findings (Minkler et al 2006).

The MOMS Partnership
Healthcare reform, particularly the creation of behavioral health homes for
Medicaid patients, have incentivized increased partnerships among healthcare, mental
healthcare, and social-community agencies (Chung et al 2015) for people with mood
disorders. While there continue to be gaps in terms of direct evidence for effectiveness of
co-production in mental healthcare (Clark 2015), programs developed through a
participatory approach that are currently offered can provide promising models that may
offer additional understanding of how community engagement may influence health
outcomes.
The MOMS Partnership, for instance, is a community-based participatory
research program and a collaboration of agencies that work together to support the
wellbeing of mothers and families in the City of New Haven. The overall mission of the
MOMS Partnership is to transform delivery of services for mothers and children through
community and neighborhood based resources that are dedicated to their wellness and
strengthening generations of families (Wallace et al 2017).
This intervention works towards the goal of disrupting intergenerational poverty,
predominantly among black and Latinx women in New Haven. The MOMS Partnership
program was initially developed using a key construct of CBPR, a community needs
assessment, in New Haven that surveyed over 2,000 parenting women in partnership with
active community agencies. The term “partnership” refers to the coalition built by the
mothers themselves, community agencies operating in New Haven, the academic affiliate
of Yale University that provides data support and impact evaluations for the program, and
a government partner that is responsible for funding the program.

The program utilizes “neighborhood hub” sites that provides centralized mental
health and family economic success services within a setting of a supermarket in the City
of New Haven. The mental health services involve a “Stress Management” course, which
provides culturally adapted, group-based, manualized cognitive behavioral therapy (CBT)
for depression through a weekly 90-minute class for 8 weeks. The class is co-facilitated
by a licensed mental health clinician and a community mental health ambassador
(CMHA) who are local mothers with extensive mental health training. The class is
conducted in a private, confidential room upstairs in the supermarket hub site with space
for childcare. The hub also consists of a space at the entry point of the supermarket that
acts as an initial point of engagement with a clinician or CMHA. The course is coupled
with incentives for its participants largely in the form of diapers which are provided by
the Diaper Bank, a major MOMS partner. Diapers which are a basic need that is often
unmet among mothers who participate in the program as identified in the widespread
needs assessment (McMickens et al 2019). Diapers are thus an incentive to attend the
course as well as a provision that may represent an effective method to alleviate a
component parenting stress among participants given the major cost of diapers that
mothers of young children bear. The recipients of the intervention include parenting
women in the City of New Haven above the age of 18 who are experiencing significant
depressive symptoms, as measured by the Center for Epidemiologic Studies-Depression
Scale (CES-D) which is completed at an initial screening (McMickens et al 2019).
Outcomes of the New Haven MOMS Partnership have been promising: 78% of
participants in the MOMS program complete the program compared to an average of
30% nationally of a similar population who adhere to their mental health treatment.

Additionally, 76% of participants in the program experienced a decrease in depressive
symptoms from the beginning to the end of their enrollment in the program. Of those
experiencing a decrease, the average participant experienced a 48% decrease in
depressive symptoms. Participants also had a 67% decrease in parenting stress from the
beginning to the end of the program. Finally, the percentage of respondents working at
least 15 hours per week for pay dramatically increases after participation in the MOMS
Partnership –from 15% at the time of enrollment to 39% at six months after their
graduation from the program (Mental health Outreach for MotherS Partnership).
The MOMS Partnership is currently being replicated in five locations outside of
New Haven: Bridgeport in Connecticut, Kentucky, Vermont, Washington DC, and New
York City and will expand to additional sites over the next several years. The foundation
of community-based participatory efforts like the MOMS Partnership is a commitment to
being responsive to a specific population by tailoring interventions to their needs and
desires. Implementation science may provide a roadmap for replication of these
interventions to new populations, a novel next step in community-based participatory
work.
Utilizing Implementation Science to Scale Evidence-Based Interventions
A primary goal of implementation science is to expand the use of evidence-based
interventions ethically and effectively and as broadly as possible in order to foster the
greatest public health impact (Aarons et al 2017). Thus, implementation research can
provide guidance on how to diffuse, scale, and institutionalize innovative health
interventions that were first implemented at a micro level (Perez et al 2011). This process
is rooted in establishing external validity of a particular intervention, such as those

interventions like MOMS, that have been developed using CBPR, while also asking to
which specific populations, settings, and outcomes an intervention can be effectively
generalized. In order to scale an evidence-based intervention from an origin site to a new
location, the primary goal is to determine what new empirical evidence is required for an
intervention to retain its evidence-based standard in the new setting.
At the heart of implementation science scaling for a public health intervention is
the concept of fidelity, or in other words, how well an intervention has been implemented
as intended. Fidelity as a concept examines certain metrics to establish comparisons to an
original model to ideally assess effectiveness of the intervention when brought to new
contexts. Fidelity is identified as an essential measure in public health programming in
order to differentiate whether poor outcomes of a program are attributed to the program
itself or its improper implementation (Kutash et al 2012). High program fidelity has also
been shown to be associated with better program outcomes (Schoenwald et al 2004,
Kutash et al 2012).
The Tension between Fit and Fidelity within Implementation and Participatory
Research
Within prior implementation science literature, the components of research
intervention were considered fixed, particularly when going through a process of
implementation diffusion or scaling. There was an assumption that beneficiaries of the
program, as passive subjects, as well as the program coordinators would implement an
innovation with absolute fidelity, exactly as intended by program developers (Rogers
2003, Perez et al 2011), without request for adaptation. As early as the 1980s, however,
implementation researchers began to hold divided perspectives on fidelity. Some argued

for close adherence to program methods and intent and identified themselves as “profidelity” (Brouch and Gomez 1977), while others held a position that allowed for
adaptation, arguing that modifications were necessary to address individual needs
increasing the likelihood that the program will be adopted and have positive results
(Berman and McLaughlin 1976).
The tension between fidelity and fit to a specific context comes primarily from a
concern based on early evidence that poor implementation fidelity may result in a loss of
program effectiveness (Backer 2001; Dusembery et al 2003; Rebchook et al 2006). There
are, however, several exceptions to these findings (Dusenbury et al 2003) and within the
social sciences, broadly, there continues to be contention over whether absolute fidelity
should even be considered the ultimate goal of implementation. Thus, the degree to
which specific programs must be implemented with fidelity is not yet understood or
codified (Perez et al 2011).
In fact, as early as 1996, Ridgeley and Jerrell first proposed that program
variations may be necessary modifications, rather than errors in implementation. Current
practices indicate that when an evidence-based intervention is replicated with fidelity to a
setting that is very similar to the location where it was originally implemented, it may
“borrow strength” from evidence in prior effectiveness trials and accordingly, similar
outcomes may be expected in the new site. When there are changes to populations or
delivery systems upon scaling, however, adaptations to these new contexts require that
new empirical evidence is collected to retain an evidence-based foundation (Rogers 2003,
Aarons et al 2017, Dusenbury et al 2003).

Thus, the ultimate goals of scaling may be to ensure alignment of surrounding
ecological context including the characteristics of the target population as well as broader
cultural and contextual factors like relevant policies and funding bodies; alignment of the
service delivery system with the organizations where it is delivered; and finally, integrity
of the evidence-based intervention itself as it is adapted to these contexts (Aarons et al
2017).
Perez et al defines the inherent tension present in replicating existing
interventions through a community-based participatory approach by posing questions that
we aim to answer through this research, including “how can a pilot project be put into
practice on a larger scale, in real world settings, without a loss of effectiveness?” and
“what are the core elements responsible for the effectiveness of such an innovation?
(Dusembury et al 2003, Rogers 2003, Dusemburgy et al 2005).
Program Differentiation
Although fidelity measurements tend to be provisional and often left to
interpretation (Horowitz et al 2009), the concept overall is defined by criteria established
in 1998 by Dane and Schneider. The concept can be described in reference to structure or
process: Fidelity to structure measures adherence, which involves doing specified
activities when operationalized, and exposure or the amount of intervention received.
Fidelity to process measures quality or end-user characteristics after experiencing an
intervention and participant responsiveness which measures recipient engagement or
attention (Dane & Schneider 1998, Century & Cassatta 2016, Dusenbury et al 2003,
Weiss et al 2013).

A fifth program aspect, rather than describing how the program is engaged in by
users and recipients, is a check that is carried out exclusively by the researcher to ensure
that subjects receive only planned interventions. Researchers have indicated that there are
specific decisions that program developers must make when implementing programs with
fidelity that center identifying and operationalizing the core components of a particular
innovation model (Century and Cassatta 2016). This decision-making is the process of
program differentiation.
Program differentiation identifies “unique, essential elements of different
interventions or programs” (Dusenbury et al 2003) that are necessary for the program to
have its intended impact (Carroll et al 2007). The focus on program differentiation within
implementation science is a result of researchers recognizing the importance of moving
beyond a ‘black box’ approach to implementation to an approach that attempts to explain
the specific ways in which the outcomes are achieved (Harachi et al 1999).
Cook’s conceptual principles of proximal similarity and heterogeneous
irrelevancies refer to the determination of how robust a causal association is across
variable conditions (Cook et al 1979, Cook 1991). Cook posits that as research teams
adapt evidence-based interventions to new settings or populations, they must retain its
“core elements” in order to be effective. Identifying these core elements, largely through
component analysis (Dusenbury et al 2003), in order to assess what program components
are and are not adaptable may be the first major step to scaling out effectively.
Addressing the Gaps through CBPR 2.0
There has been a long-standing gap between the evidence that public health
research has gathered and the ability to disseminate and widely implement the

information that has been collected – this is referred to as the evidence-to-practice gap
and can be attributed in part to the inadequate development of implementation science
within the social sciences (National Institutes of Mental Health 2004). The lack of
community engagement and a poor understanding of the contexts in which interventions
are implemented have been cited as a reason for this limited progress in disseminating
and using evidence in policy and practice settings (Di Ruggiero and Edwards 2018,
Edwards and Barker 2014). To date, the tendency within implementation research has
been to define the context of an intervention by researchers, without community
engagement (Di Ruggiero and Edwards 2018). In order to overcome the barriers to
dissemination and implementation of evidence-based programming, collaboration among
program coordinators, researchers, and communities must be encouraged (Gonzalez et al
2002). Community-based participatory research approaches offer a solution here.
Additionally, despite the critical role of fidelity measurements within
implementation research, no comprehensive, structured guide exists to steer program
scaling, resulting in definitional confusion, varying interpretations of what constitutes the
essential components of a program, and inconsistent application of methods to ensure
fidelity (Gearing et al 2011). There has thus been a call within the intervention research
community to explicitly document the approaches of widespread dissemination of
community-based research interventions so that the repertoire of methods may expand
(Di Ruggiero and Edwards 2018).
We aim to meet this need for additional literature to expand the evidence
available for implementation scientists desiring to replicate interventions through a
community-based participatory research lens, a framework that may be considered a new

frontier for community-based participatory research. Our model centers around the
process of program differentiation which allows the analytical identification of program
components that are ‘core’ and must replicate with absolute fidelity, alongside ‘flexible
components’ or elements that characterize contextual fit and are driven by the community
in accordance with CBPR principles. In agreement with Ridgeley and Jerrell (1996), we
argue that program adaptations based on context should be seen as necessary component
of program replication, rather than as errors made in implementation fidelity.
Thus, we present a study of the MOMS (Mental health Outreach for Mothers)
Partnership expansion from New Haven to the borough of Brooklyn in New York City
and to Bridgeport, Connecticut in order to provide an example of a potential repertoire of
participatory scaling methods, specifically for replication of a community-based maternal
mental health intervention using the process of program differentiation to identify its core
and flexible program components.

Hypotheses & Specific Aims
The core purpose of this study is to present a methodological framework entitled
“CBPR 2.0,” prescribing and illustrating how to scale a maternal mental health
intervention that was originally developed using community-based participatory research
methods.
There is currently a significant gap in the community-based participatory research
literature in guiding public health professionals on how to scale a community partnered
intervention beyond the site and population of origin. There is a tension within
implementation science between scaling programs with absolute fidelity and adapting
program components to new community contexts, ensuring appropriate program fit. Our

main goal in describing CBPR 2.0 is therefore to fill these existing gaps in the literature
that call for examples of methodologies that honor both the principles of communityengagement as well as fidelity to the original model, while ultimately leading to desired
programmatic outcomes.
We use the term CBPR 2.0 to refer to the next frontier of community-partnered
research that goes beyond community-partnership in intervention development, to
community-partnership intervention scaling, ultimately arguing that fidelity is not
antithetical to community responsiveness. Adaptability should, instead, be a component
folded within the assessment implementation fidelity through program differentiation.
We will examine the MOMS Partnership intervention developed through CBPR in New
Haven, Connecticut and its replication through a community-partnered approach to
Bridgeport, Connecticut and Brownsville in Brooklyn, New York. The specific aims are:
1. To utilize the process of program differentiation, a dimension of
implementation fidelity, to describe the core components of the MOMS
Partnership. These core components are the characteristics of the origin
program that are known to result in the desired outcomes of the
intervention that must be replicated with fidelity to new sites.
a. Hypothesis 1: Community Mental Health Ambassadors,
incentives that address the basic needs of participants, and
neighborhood hub sites that are commonly frequented by
community members and allow for co-location of services will be
identified as the core components of the MOMS Partnership as it
expands beyond the origin site via program differentiation.

b. Hypothesis 2: Indices of mental health including: prevalence and
severity of depression risk, unmet desire for mental health
treatment, barriers to accessing traditional mental health
treatment, and measures of social support in both communities
will suggest that the core components of the MOMS Partnership
model may be effective in addressing maternal depression risk in
both Bridgeport and New York City.

2. To utilize the framework of CBPR 2.0, based on program differentiation,
to describe the flexible components of the MOMS Partnership replication
sites in New York City and in Bridgeport. We argue that replicating the
MOMS Partnership with fidelity involves flexibility and allows for
community-driven decision-making.
a. Hypothesis 1: The content of the Goals and Needs Assessment
for each site will be a flexible component of the MOMS
Partnership program.

b. Hypothesis 2: The identity of program incentives will be a
flexible component for the program, based on whether there are
significant associations between depression risk as defined by the
Center for Epidemiologic Studies-Depression Scale (CES-D) and
the basic needs in each site reported by the community including

employment, diapers, food, housing, healthcare, transportation,
and financial security.

c. Hypothesis 3: Program logistics including Stress Management
course timings, preferred language for course delivery, and the
identity of neighborhood hub sites will be flexible components
for the MOMS Partnership, based on what is convenient for and
desired by the community.

Research Design
There are three primary methodologies that comprise the overall research design
for this study: first, through review of primary documentation produced by the MOMS
Partnership, review of prior research of MOMS program components in the origin site,
and through current analysis of data from the goals and needs assessments in both new
MOMS sites.

Identifying Core Components of the MOMS Partnership
We center the process of program differentiation in terms of identifying the core
and flexible components of the MOMS Partnership. Program differentiation and
consequently, the identification of the core components of the MOMS Partnership were
determined via informal canvassing of team members that have driven the development
and execution of the MOMS program in its origin site in New Haven as well as through
component analysis. Informal canvassing of team members entailed a series of meetings
during which discussions were framed around assessing each program component. These

assessments identified the pieces of the original model that seemed to be the most salient
for the participants from the perspective of the original program design team who
coordinated and executed the initial intervention. This process ultimately resulted in the
composition and discussion of a ‘programmatic activities’ document, which summarizes
the functional components of New Haven MOMS and guides development of each
successive site.
Component analysis largely involved a review of prior literature produced by the
MOMS Partnership that addressed the acceptability and effectiveness of specific
components in the MOMS Partnership. This included qualitative study of the
supermarket setting for the MOMS Partnership Stress Management course delivery by
community mental health workers, a study on the utilization of diapers as incentives for
the program to meet basic diaper need, and general literature review on the role and
effectiveness of both incentives and community health workers within behavioral health.

Identifying Flexible Components of the MOMS Partnership
Survey Instrument
The Mental health Outreach for Mothers (MOMS) Partnership conducted a Goals
and Needs Assessment (GNA) with a sample of parenting women in Bridgeport,
Connecticut and New York City in the spring and summer of 2019, respectively. The
foundational questionnaire that comprises the Goals and Needs Assessment for the
MOMS Partnership as it was utilized in its origin site consists of both closed- and openended questions that support both qualitative and quantitative data analysis. The Goals
and Needs assessment is structured into six sections: (1) About Yourself, (2) Housing, (3)

Your Family, (4) Basic Needs, (5) Your Physical Health and Emotional Well Being, and
(6) Motherhood and Personal Goals, which were designed to capture systematic
information specific to low-income pregnant and parenting women. Beyond basic
eligibility criteria, this information includes demographics questions, the Center for
Epidemiological Studies-Depression Scale (CES-D; Radloff 1977) which is a validated
scale to screen for depressive symptoms, questions to determine barriers to basic needs
based on either validated and widely utilized screening tools or tools developed in prior
iterations of the needs assessment including: diaper need screening, food insecurity
screening, housing insecurity screening, transportation barriers experienced, and public
benefits utilized. The “Physical Health and Emotional Well Being” section investigates
self-reported emotional wellbeing and barriers to receiving emotional health treatment. It
also includes the Oslo-3 (Dalgard 1996) validated scale for perceived social support and
components of the Chicago Neighborhood Questions (Sampson et al 1999), a validated
measure of neighborhood reciprocal exchange. Embedded in this section are questions
aimed at identifying appropriate neighborhood hub sites for the MOMS Partnership in
new sites as defined by the community.
After partnerships were created among willing community groups with
appropriate capacity and readiness, multiple focus groups – of stakeholders at the level of
city government, community organizations, and parenting women themselves – were
conducted in order to determine the final content of the Goals and Needs Assessment,
which was then distributed to a sample of parenting women in order to inform the
questions that would assess flexible components of program design. These included
questions about logistics of the program, spaces in their community that parenting

women considered to be welcoming and supportive, and multiple open-ended questions
about their experiences with parenting, within their community, and engaging in
activities related to mental health and well-being.

Community-Driven Survey Design
The Goals & Needs Assessment content was modified for each new community
site via an iterative process, involving members and leaders in the community at each
stage of decision-making via focus groups and feedback in accordance with communitybased participatory research principles (Wallerstein and Duran 2010). Questions were
also added if deemed worthy by community or government partners –the Brooklyn Public
Library, for instance, as a community partner for NYC MOMS encouraged the inclusion
of questions about how respondents felt about public library spaces as potential MOMS
Partnership sites and if reading materials or other parent-child reading opportunities may
serve as appropriate incentives for program participation.
The first iterations of the survey were presented to groups of public stakeholders,
nonprofit partners, community leaders, and parenting women in the community.
Feedback on questionnaire content as well as on mechanism of distribution of the survey
in both cities was driven by key stakeholders and community members.
After the goals and needs assessment questionnaire content was finalized by every
community and public partner, the survey was professionally translated in languages
identified by the community partners. In Bridgeport, these languages were Spanish,
Haitian Creole, and Portuguese and in Brownsville, Brooklyn these languages were
Spanish and Haitian Creole. After translation was complete, the survey was programmed
into Qualtrics survey software after which the programming was tested by native

speakers of all languages of the survey, including English. The mechanism of distribution
for the survey was determined in collaboration with community partners.

Community Partners in Bridgeport and New York City
Leadership and membership of multiple social service and nonprofit
organizations, all of which are staples in the Bridgeport social welfare landscape
provided editing, feedback, and collaboration to the Goals and Needs Assessment in the
form of multiple focus groups and individual meetings. These organizations include:
In Bridgeport, Connecticut:
•

Action for Bridgeport Community Development, Inc (ABCD)

ABCD Inc is a nonprofit anti-poverty agency serving the Greater Bridgeport area,
founded by the Office of Economic Opportunity. ABCD aims to work with people
to eradicate poverty and currently services over 35,000 people through institutional
change. While it began as an Energy Assistance program, it has since established
multiple early childhood learning centers across the city as well as other youth
services. ABCD Inc assisted with organizing focus groups of parenting women in
Bridgeport to inform our goals and needs assessment as well as distribution of the
assessment in order to gather city-level data.
•

All Our Kin

All our Kin Bridgeport is a social services organization that trains, supports, and
sustains childcare providers in the community that empowers providers to succeed
as business owners while enhancing the education foundation that children receive
during childcare. All Our Kin in Bridgeport assisted with organizing focus groups

of parenting women to inform our goals and needs assessment as well as distribution
of the goals and needs assessments to gather city-level data.
•

Bridgeport Prospers

Bridgeport Prospers in partnership with United Way of Coastal Fairfield County is
the collective impact organization in the City of Bridgeport, which coordinates the
activities of its stakeholder organizations to achieve outcomes for children in the city
from “cradle to career.” The Bridgeport Prospers organization assisted in developing
community partnerships with agencies across the city and larger-scale distribution
of the needs assessments through organized city-wide events, a Community
Messenger program, and online distribution.
•

Bridgeport Department of Health

The leadership at the Department of Health in the City of Bridgeport were the
primary public stakeholders in aiding design and distribution of the needs
assessment.
•

East End Feeding Program

The East End Feeding Program is a weekly, faith-based feeding program based out
of the East End Church in Bridgeport that serves individuals who belong to the City
and face material hardship, specifically food insecurity. Many beneficiaries of the
program experience homelessness and a significant percentage are women;
specifically, single mothers. The goals and needs assessment in Bridgeport was
distributed to women at the East End Feeding Program through tabling events.
•

Nancy Kingwood Ministries, LLC (NKM)

Nancy Kingwood Ministries is a faith-based organization led by Reverend and
public health official Nancy Kingwood initially established as a prayer ministry and
resource for Bridgeport women, particularly those who required support from
trauma. This group organizes social, medical, and mental health related
programming throughout the City of Bridgeport in order to provide a broad
spectrum of trauma-informed care to the women of Bridgeport. NKM was essential
in organizing initial focus groups to inform the content of the goals and needs
assessment as well as distributing the assessment to women in Bridgeport who are
in particular need through trauma circles, faith-based events, and HIV care case
workers.

The community partners for NYC MOMS are located in the Brownsville
community in Brooklyn, New York. Brownsville’s social services landscape is highly
developed, with multiple groups playing a role in community organizing as well as
delivering public and private programming. All of the following groups provided
multiple iterations of feedback on the Goals and Needs Assessment for Brownsville.
In Brownsville, Brooklyn in New York City:
•

All Our Kin
All our Kin in New York City is a social services organization that trains,
supports, and sustains childcare providers in the community that empowers
providers to succeed as business owners while enhancing the education
foundation that children receive during childcare. All Our Kin in New York
assisted with organizing focus groups of parenting women to inform our goals

and needs assessment as well as fleshing out the social services landscape in
the city in terms of need.
•

Brooklyn Public Library
The Brooklyn Public Library is a ‘democratic civic institution’ within the
borough and serves patrons in every neighborhood. BPL boasts having its
branches within 0.5 miles from every resident of Brooklyn, while offering
cultural programming, literacy courses, extracurricular services, workforce
development programs, and social service programs. The BPL leadership were
essential in providing feedback on the content of the goals and needs assessment
in terms of being a trusted civic site within the community offering programs
that may be enhanced by the MOMS model as well as offering BPL space as
potential neighborhood hub sites if deemed acceptable by the community.

•

CAMBA Cornerstone at Howard Houses
CAMBA is a non-profit that provides social services to New Yorkers in all
boroughs, particularly within the housing sector, serving over 65,000 families
each annually. Programming involves homelessness prevention, supportive
housing, employment training, after school programming, and family shelter
and support. CAMBA was an essential partner in providing feedback about the
goals and needs assessment in Brooklyn and distributing the survey to its
Brownsville residents.

•

Healthy Start Brooklyn
Healthy Start Brooklyn is a federally funded five-year program awarded by the
Federal Health Resource Services Administration (HRSA) on behalf of the New

York City Department of Health & Mental Hygiene (DOHMH). This program
works to reduce disparities in maternal, child, and family health by providing
services including neighborhood outreach, case management, perinatal
depression treatment, school readiness in early childhood, and community-wide
training and education. Healthy Start was an essential stakeholder in
distribution of the goals and needs assessment and providing guidance in terms
of social service program development for NYC MOMS.
•

NYC Department of Health and Mental Hygiene (DOHMH): Bureau of
Early Intervention
The Bureau of Early Intervention at the DOHMH is a no-cost, family-centered
program available to New York City families that helps young children,
specifically from birth to age three, who have not developed on the same time
scale as their peers. The program works with families to set goals and create a
coordinated services program to help the child and family meet those
developmental goals. The Bureau of Early Intervention specifically aided in the
large-scale online distribution of the NYC Goals and Needs Assessment.

•

Too Small to Fail
Too Small To Fail (TSTF) is a nonprofit community partner a joint initiative of
the Bill, Hillary, and Chelsea Clinton Foundation and the Opportunity Institute
to help parents and businesses engage in meaningful activity to improve the
health, development, and wellbeing of children aged zero to five. TSTF
provided feedback on the content of the goals and needs assessment,
specifically questions regarding educational initiatives for children of MOMS

participants. TSTF also offered potential space for neighborhood hub sites in
their programming sites, if deemed acceptable to the community.
•

United for Brownsville
Community leadership for NYC MOMS was largely represented by the
organization United for Brownsville (UB), a collaborative think tank of families
and professionals in Brownsville that aim to organize community members and
specifically improve the early childhood system in Brownsville. The leadership
of UB, as well as a coalition of parents within the organization called the Family
Advisory Board were the key players in providing feedback for, editing, and
assisting with distribution planning for the Goals & Needs Assessment.

Recruitment & Distribution
Women were recruited to respond to the Goals and Needs Assessment by
members of the MOMS Partnership research team at Elevate: A Policy Lab to Disrupt
Poverty and Elevate Mental Health, which houses the replication efforts of the MOMS
Partnership at Yale University.
The Bridgeport Goals and Needs Assessment was distributed to a sample of
parenting women during a 9-week period between March 18th and May 18th 2019 and the
New York City Goals and Needs Assessment was distributed to parenting women in
Brownsville, Brooklyn during a 4-week period between July 15th and August 12th 2019.
The assessment was made available in-person and online during this period of time.
Research team members partnered with community leaders in the aforementioned
organizations to reach a sample of pregnant and parenting women in both communities
via convenience sampling.

In Bridgeport, questionnaires reached eligible individuals in person through
tabling sessions at early childhood centers during drop-off and pick-up times, tabling at
the East End Feeding Program and at women’s shelters that partnered with Nancy
Kingwood ministries during meal times, through community service fairs specifically
organized by the MOMS Partnership and its community partners to learn about and build
trust within the Bridgeport community, through case workers at ABCD Inc. and through
community messengers at Bridgeport Prospers. In person, questionnaires were completed
on paper or using Qualtrics software on personal or encrypted devices if provided by the
study team. Questionnaires also reached people via email through the listservs of each
community partners.
In Brownsville, New York City, questionnaires reached eligible individuals in
person through tabling at the following Brownsville locations: Brownsville Multi-Service
Family Health Center, at Family Advisory Board meetings and general body meetings at
United for Brownsville, at the Brownsville branch of the Brooklyn Public Library, and in
laundromats across Brownsville partnered with Too Small To Fail. The goals and needs
assessment was also administered via online one-time use link to the data listserv of the
Bureau of Early Intervention at the NYC Department of Health and Mental Hygiene. All
community partners also sent questionnaires to eligible participants via independent
membership listservs.
For both sites, the Yale University Institutional Review Board Human Subjects
Committee deemed the goals and needs assessments to be exempt as they are replication
studies of prior human subjects research. Study risks were limited and as a result, a
written consent for participants was not required. An explanation of the eligibility criteria

and benefits of the studies were given to the women approached either in person or
online. Surveys required about 20 minutes of respondents’ time and respondents were
compensated with a $10 gift card for participating in the study.

Participants
Individuals were eligible to participate in the study if they met the following
criteria: (1) did not identify as a cis-gender man, (2) were a resident of the city where the
study took place – either Bridgeport, Connecticut or in the Brownsville neighborhood in
Brooklyn, New York, (3) were at least 18 years old, (4) were pregnant, parenting, or
served as a primary caregiver for a child who was under the age of 18, and (5) spoke
Spanish, English, Haitian Creole, or Portuguese. The components of the MOMS program,
specifically the Stress Management course, have been designed for the experience of
parenting women who primarily care for children in the home, thus highlighting the
respect held for a particularly defined population as described in the eligibility criteria.
Upon establishing eligibility, the Goals and Needs Assessments were
administered by a trained research team member via a paper and pencil survey or via an
online Qualtrics survey link administered on an electronic tablet. During the distribution
period, the Goals and Needs Assessment was also available via an online link that
participants were able to self-administer either on their own or with assistance.
In Bridgeport, 183 surveys were completed and ultimately 135 responses were
utilized in data analysis. In Brownsville, New York, 173 surveys were completed and
ultimately 163 eligible responses were utilized in data analysis.

Study Design & Data Analysis
The study design for the replication of MOMS Partnership sites in New York and
Bridgeport, Connecticut is cross-sectional in nature.
Qualitative data is presented as summary data, while quantitative analysis was
conducted using STATA statistical software and includes descriptive data for each
community in terms of identifying demographics of the women sampled, the burden of
depression in both communities, and the prevalence of both social and economic risk
factors for depression in each city. In terms of analytic data, there are three primary
outcome variables of interest according to the apriori research plan co-developed with
community partners in each location: continuous Center for Epidemiologic StudiesDepression Scale (CES-D scale) score, the dichotomous variable of having an increased
risk for major depression based on a CES-D score greater than or equivalent to the cut-off
score of 16, and current utilization of mental health services (Yes/No). Economic
exposure variables include scores for validated or widely used tools that screen for
certain basic needs including diaper need, transportation, housing instability, food
insecurity, employment, and financial security. Additional exposure variables include
measures of economic status including reliance on government benefits and measures of
social wellbeing including perceived social support, reciprocal exchange in the
community, and education. Statistical manipulation to determine the strength of these
associations included linear regressions, chi-squared analytics, and comparative t-test
analyses.

Results
Demographic Characteristics
Bridgeport: Most respondents in Bridgeport were non-Hispanic black women
(46.7%) and Hispanic women (39.3%). Over three quarters (76.1%) were English
speakers [See Table 22]. Most women rented their own homes or apartments (62.1%).
They differed in terms of marital status – about 45.9% were either married or living with
a partner, 32.6% were never married, and the rest were either divorced, widowed, or
separated. About 87.3% had completed at least a high school degree or equivalent [See
Table 1]. Currently, over two-thirds of parenting women in Bridgeport are employed, out
of whom over two-thirds are employed full-time [See Table 2].
Demographic Characteristics of Parenting Women in Bridgeport (n = 135)
Age (n = 135)
37.8  1.0 years
Range [21 – 67]
Race/Ethnicity
(n = 135)

Marital status
(n = 135)

Non-Hispanic Black or AfricanAmerican
Hispanic, White or Black or
African-American
Non-Hispanic White

46.7% (63)

Asian
Other

0.7% (1)
8.2% (11)

Married
Living with a partner
Divorced
Separated
Widowed
Never married

31.1% (42)
14.8% (20)
13.3% (18)
5.9% (8)
2.2% (3)
32.6% (44)

Rent home or apartment
Own home or apartment

62.1% (82)
13.6% (18)

39.3% (53)
5.2% (7)

Living situation
(n = 132)

Education
(n = 134)

A Table

Live with family/friends, pay part
of rent/mortgage
Live with family/friends, do not
pay rent or mortgage
Live in group shelter

9.1% (12)

Live in some other housing
arrangement

9.9% (13)

Less than high school

6.7% (9)

Some high school/GED classes

6.0% (8)

High school graduate/GED
completed
Some college/vocational school
College graduate
More than college

20.2% (27)

2.3% (3)
3.0% (4)

34.3% (46)
29.1% (39)
3.7% (5)

1. Demographic characteristics of eligible parenting women respondents in Bridgeport.

Employment Among Parenting Women in Bridgeport
Currently employed (n = 133)
Yes

68.4% (92)

No

31.6% (41)

Full-Time

68.5% (63)

Part-Time

31.5% (29)

Employed full-time (n = 92)

Table 2. Descriptive statistics regarding employment of parenting women in Bridgeport.

The benefits most commonly utilized by at least 20% of parenting women in
Bridgeport include the Supplemental Nutritional Assistance Program (SNAP),
Supplemental Nutritional Assistance for Women, Infants, and Children (WIC), Energy
Assistance, and free or reduced price school lunch. Over half of respondents had utilized
SNAP and WIC in the past. Over one-third had ever utilized Energy Assistance and Care
for Kids, a program sponsored by the Connecticut Office of Early Childhood that helps

low-income families pay for childcare. About one-quarter had ever utilized free or
reduced price school lunch. There was more limited reliance on Temporary Assistance
for Needy Families (TANF) and Social Security/Disability Insurance [See Table 3].
Utilization of Public Benefits by Parenting Women in Bridgeport (n = 135)
Currently receiving benefit

Ever received benefit

Energy Assistance

23.7%

36.3%

Care 4 Kids

14.1%

33.3%

Free/reduced price school lunch

20.0%

25.9%

Food stamps (SNAP)

38.5%

57.0%

Welfare (TANF)

1.48%

14.1%

WIC

27.4%

53.3%

Social Security/Disability Insurance

8.9%

6.7%

Other

11.9%

5.9%

None of the above

29.6%

11.9%

Table 3. Descriptive statistics of various public benefits utilized by parenting women in Bridgeport.

New York City: Most respondents in New York were non-Hispanic black women
(45.1%) and non-Hispanic white women (29.0%), while 8.6% of respondents identified
as Latinx. Almost all women, 98.2% of respondents, were primary English speakers.
About 70.5% either rent or own their own home and 91.7% had at least a high school
degree or equivalent. Almost three quarters (72.3%) of respondents were either married
or living with a partner, 21.0% had never been married, and the rest were divorced,
separated, or widowed. About 93.5% of women had completed a high school degree or
equivalent or more. Of these women, 23.2% had graduated college [See Table 4].

Currently, greater than one in two parenting women in Brownsville, Brooklyn are
currently employed. Of those who are employed, three quarters are employed full-time,
while the rest of have part-time employment [See Table 5].
Demographic Characteristics of Parenting Women in New York City (n = 163)
Age (n = 163)
32.18  7.64 years
Range [19 – 72]
Race/Ethnicity
(n = 162)
Black or African, non-Latinx
45.1% (73)
White, non-Latinx
29.0% (47)
Other race, Latinx
8.6% (14)
Native
6.2% (10)
Mixed race or other
3.1% (5)
Asian
1.2% (2)
Decline to answer
1.2% (2)
Marital status
(n = 162)
Married
66.7% (108)
Living with a partner
5.6% (9)
Divorced
1.2% (2)
Separated
3.7% (6)
Widowed
1.9% (3)
Never married
21.0% (34)
Living situation
(n = 163)
Rent home or apartment
38.0% (62)
Own home or apartment
32.5% (53)
Live with others, pay part of
14.1% (23)
rent/mortgage
Live with family/friends, do not
9.8% (16)
pay rent
Live in group shelter
4.3% (7)
Live in some other housing
1.2% (2)
arrangement
Education
(n = 155)
Less than high school
1.3% (2)
Some high school/GED classes
5.2% (8)
High school graduate/GED
23.9% (37)
completed
Some college/vocational school
46.5% (72)
College graduate
21.3% (33)
More than college
1.9% (3)
A Table

4. Demographic characteristics of eligible parenting women respondents in New York City.

Employment Among Parenting Women in New York City
Currently employed (n = 155)
Yes

54.2% (84)

No

45.8% (71)

Full-Time

74.7% (62)

Part-Time

25.3% (21)

Employed full-time (n = 83)

Table 5. Descriptive statistics regarding employment of parenting women in New York City.

The benefit most commonly utilized by almost half of the parenting women in
Brownsville in Brooklyn is Supplemental Nutritional Assistance Program (SNAP). Over
one-third currently utilize Health Plus insurance. At least one out of every four
respondents in New York currently receive Energy Assistance, free or reduced price
school lunch, Supplemental Nutritional Assistance Program for Women, Infants, and
Children (WIC), and Temporary Assistance for Needy Families (TANF). There is less
reliance on Social Security/Disability Insurance and Section 8 Housing. About half of
respondents had used SNAP and TANF in the past, meaning a significant percentage had
once used and now come off of TANF benefits. [See Table 6].

Utilization of Public Benefits by Parenting Women in New York City (n = 163)
Currently receiving benefit

Ever received benefit

Energy Assistance

25.0%

27.9%

Health Plus

34.8%

32.2%

Free or reduced price school lunch

25.6%

29.8%

Food stamps (SNAP)

48.8%

53.3%

Public Assistance (TANF)

28.1%

52.8%

WIC

26.2%

30.1%

Social Security/Disability

11.6%

5.0%

Section 8 Housing

9.2%

9.3%

Other

2.4%

1.9%

None

21.5%

14.2%

Insurance

Table 6. Descriptive statistics of various public benefits utilized by parenting women in Brownsville.

Identifying the Core Components of the MOMS Partnership through Program
Differentiation
Through informal team canvassing, the original MOMS Partnership team
coordinated a list of six programmatic activities and features [See Figure 1] that are
central to the MOMS Partnership mission: (1) data, which refers to dependence on
evidence, particularly through the distribution and analysis of a goals and needs
assessment which aims to unearth the needs and preferences of parenting women in the
community; (2) one stop, or co-location of mental health treatment and connection to
social services within neighborhood hub sites; (3) evidence-based interventions in the
form of the Stress Management Course which is based on first line depression treatment,

cognitive behavioral therapy; (4) incentives, which address basic needs of the
participants and increase ability of women to attend and adhere to the course; (5) staffing
and leadership that includes community voices, particularly in the form of Community
Mental Health Ambassadors or community health workers that co-deliver therapy with a
licensed clinician as well as a guide team that coordinates any changes to the program;
and (6) a tried-and-true training curriculum, specifically to train the Community
Mental Health Ambassadors and clinicians who are responsible for treating patients.
CONFIDENTIAL

PROGRAMMATIC ACTIVITIES AND FEATURES
The MOMS Partnership always undertakes the following activities that have particular programmatic
features:
• Data. In concert with key partners, the MOMS Partnership conducts:
o A Goals/Needs Assessment to understand the aspirations, needs, and preferences of
pregnant women, moms, and other adult female caregivers in a family in the community as
they see them.
o Measurement of standardized outcomes across sites facilitated by a site-hosted data
warehouse or by the site’s ability to share data with Yale.
o Fidelity assessments to ensure consistent fidelity to the model. Other standardized
assessments to measure engagement, participation, adherence, attrition, and referrals.
• One stop. The MOMS Partnership creates neighborhood hubs (e.g., grocery stores) to serve as
a single entry point for outreach, enrollment, and treatment as well as connection to
government benefits and social services for which they are eligible.
• Specific evidence-based interventions. The MOMS Partnership provides group-based
cognitive behavioral therapy in its Stress Management course. In addition, it may provide
coaching, job readiness training, and/or a parenting intervention, but it depends upon the needs
and goals of the community served.
• Incentives. The MOMS Partnership provides participants with incentives (e.g., free diapers)
that address basic material deficits identified through the needs assessment.
• Staffing and leadership that includes community voices. The MOMS Partnership taps
both clinicians and local moms called Community Mental Health Ambassadors to conduct
outreach, enrollment, brief counseling at the point of referral to other social services as needed,
and the delivery of group-based cognitive behavioral therapy. A Guide Team helps the
sponsoring government agency make decisions about the direction of the program and always
includes community voices.
• Tried-and-true training curriculum. To ensure fidelity to the model, the MOMS Partnership
uses a refined training curriculum to prepare clinicians and Community Mental Health
Ambassadors to recruit, enroll, and provide treatment to participants.
A Figure

1. Core features of the MOMS Partnership as identified by New Haven MOMS.

These six features can be consolidated into three core components that have been
assessed by the MOMS Partnership team through component analysis: (1) neighborhood
hub sites, (2) community mental health ambassadors, and (3) incentives. Outside of
these three core components, the use of cognitive behavioral therapy has been established
as first-line, best practice treatment for depression and thus did not require formal
analysis of impact, but rather is being study in its adapted form in locations of MOMS
replication.
Component analysis for the MOMS Partnership involved assessing the impact of
and community response to each of three core components through both quantitative and
qualitative measures. Qualitative study of MOMS participant experiences accessing
mental health services in a supermarket setting in New Haven resulted in five key themes
that describe the key programmatic features of that made it acceptable to the community.
These themes are summarized in Figure 2 (McMickens et al 2019).

Themes from qualitative analysis of the MOMS model in New Haven
1. Participants reported a convergence of life stressors and their introduction
to supermarket-based services. Most mothers were not otherwise seeking
mental health treatment, but “stress management” resonated with their needs.
Phrasing the course in this way also increased approachability of the services.
“People need help. There’s a lot of moms that come through here. Kind of
shows that [the supermarket] is involved in the community.”
2. Participants perceived the supermarket setting as convenient. The location
of the MOMS Partnership intervention was convenient for participants – most
participants walked or took public transportation – and was also less arduous in
terms of waiting times and the logistic barriers they would face in a hospital.
They expressed that this enhanced their ability to attend the sessions.
“Well, it’s in the neighborhood, you know what I’m saying?... It’s easy for
people to get to.”
“…because everybody comes here.”
“In the supermarket because we don’t have a lot of issue or whatever like a
hospital, you have a lot. Maybe you have to see the receptionist or check out,
check in and everything, that kind of difference.”
Figure 2 (continued on next page). Resultant themes from qualitative analysis of the
MOMS Partnership services in New Haven (McMickens et. al 2019)
B In this model, an 8-week Stress Management (adapted cognitive behavioral group
therapy) course was co-delivered by a Community Mental Health Ambassador and a
licensed clinician in a supermarket setting, the neighborhood hub site. Incentives for
participation in the forms of diapers donated by the Diaper Bank and women were also
connected to social services in-house.
A

3. Participants perceived the supermarket setting as less stigmatizing and appreciated the
privacy within the supermarket setting. Participants stated that they had less shame, or selfstigma, using mental health services in the supermarket and that the supermarket was safer,
particularly for those whose partners or other acquaintances were not supportive of them
seeking mental health. They also described that the room where the class took place was more
private than a hospital or clinic site they might go to.
“I think if you’re going to a clinician building or something like that it kind of feels like you’re
getting therapy… It could be the stigma towards it. No one wants to admit that they need help.”
“Well I know there are a lot of women that are out there that have husbands that aren’t very
supportive of them as a person… Being able to tell their significant other that, ‘Oh I’m just
going to go to the grocery store.’… it’s no big deal and heck, you see somebody walking into
the grocery store, you don’t think nothing of it.”
3. Participants perceived services in the supermarket as an acceptable form of mental health
treatment. Participants in the Stress Management course likened their experience in the course
to formal therapy or at least a therapeutic alternative to formal therapy based on peer groups,
social bonding to alleviate isolation, and skills training to cope with stress.
“…to me it felt like therapy… the only difference was it was free… But other than that, I felt
like we got all the attention… and all our needs met and we were able to ‘voice our opinions,
and express ourselves just like therapy.”
“I’ll take the stress management over any other group I’ve done… I like the atmosphere. You
don’t feel like you’re in a group.”
“It’s not really like I need therapy or counseling, it’s just, you know, just want to be around
other moms, you know?”
4. Participants described the hub staff as an influential component of their treatment
experience. Participants interacted with MOS Partnership staff, a Community Mental Health
Ambassador (CMHA), and a licensed mental health clinician through the 8-week course and
described them as engaging, down to earth, and people who could relate to their own
experiences.
“They [were] down to earth people and down to earth ladies and I respect that because you
can’t find people that run programs that be down to earth.”
“They give some of their own personal experiences on how they stress and so we could relate to
them and sometimes they can relate to us about certain things.”
“[The CMHAs] are strong women. But at the same time, they show their softer side. So, you see
that you can be a strong woman that you want to be and that you can still have that kindness
and that sweetness.”
A Figure

2. Resultant themes from analysis of New Haven MOMS (McMickens et. al 2019)

Community Mental Health Ambassadors
Based on the study completed by McMickens et al in 2019 [See Figure 2],
Community Mental Health Ambassadors (CMHAs), or community health workers that
are a part of the MOMS Partnership model, are key members of the team that tend to be
first points of contact for parenting women in the community. Results also indicate that
they are also key in terms of role modeling and sharing their own experiences with stress
and parenting. The CMHAs also were responsible for engaging the participants and
making them more comfortable to participate in the Stress Management course.
In the randomized control trial of the MOMS Partnership model (Smith et al.
manuscript in preparation) compared to a control group that engaged in standard therapy
that was conducted in public housing in New Haven, it was observed that participants
who engaged in the course conducted with CMHAs had greater rates of remission from
depression than those who engaged in the course without CMHAs [See Figure 3]. While
remission rates were not significantly different at 6 and 12 months after treatment,
introducing a CMHA increases remission upon completion of the course.

Models of Achieving Remission from Depression (CES-D <16) at Each Follow-up Time Point
Effect
At Class 8
Intervention vs. Control
Effect
At 6M
Intervention vs. Control
Effect
At 12M
Intervention vs. Control

OR (95% CI)

p value

1.80 (1.33, 2.44)
OR (95% CI)

0.0002*
p value

0.97 (0.70, 1.37)
OR (95% CI)

0.88
p value

1.31 (0.56, 3.10)

0.54

A Figure 3. Results from a randomized control trial studying the MOMS model of
delivering cognitive behavioral therapy with a Community Mental Health Ambassador
compared to traditional therapy (Smith et al. manuscript in preparation)
B There is significant difference in the odds of achieving remission (CES-D < 16) at the end
of the 8-week course in the intervention vs. control group. There are 1.80 times the odds of
achieving remission in the intervention group than the control group at Class 8. There is no
significant difference in the odds of achieving remission at 6 months or 12 months in the
intervention vs control group.

Neighborhood Hub Sites
Hub sites, specifically the supermarket setting in New Haven, were found to be
helpful in terms of convenience as well as limiting societal and self-stigma or shame.
Participants specifically compared receiving treatment through MOMS in a community
location to receiving treatment in a formal clinic setting and expressed that neighborhood
locations were more central and required less bureaucracy than clinical locations.
Additionally, given the stigma attached to mental health treatment both from participants
as well as their family members was limited in the case of receiving treatment in the
neighborhood site – it allows for increased willingness of participants to attend the
course. It also allows for increased safety for those women whose partners or other
family members did not agree with their choices to seek treatment for mental health.

Incentives
Component analysis of the use of diapers as incentives in the New Haven MOMS
Partnership has determined that 30% of parenting women in poverty experience diaper
need (Smith et al 2013). Diaper need was a significant component of material hardship
for parenting women in poverty who live in New Haven. Diaper need was determined to
have downstream effects on a family’s ability to break the cycle of poverty – the diaper
need study conducted for New Haven MOMS postulated that families without diapers
may be unable to obtain childcare because diapers are often a mandatory condition to
enroll. An inability to access childcare may impact not only a parent’s ability to retain
employment, but to access federal and state childcare subsidies, which are also often
dependent on the child’s participation in childcare. Diaper need has also been associated
with urinary tract infections and diaper dermatitis given the practice of stretching diapers
that people engage in to make their diapers last. Maternal stress and depression were also
found to be related to diaper need – thus, providing diapers as incentives through
community partnerships with local diaper banks allowed for the benefits that incentives
have provided for public health interventions in general in terms of adherence and
program acceptability, but can also be considered responsible for independently
addressing maternal depression.
Identifying the Potential Impact of MOMS Core Components on Maternal
Depression in New MOMS Sites
Mental Health Burden
Bridgeport: About 39.2% of parenting women in Bridgeport, Connecticut
screened positive on the Center for Epidemiologic Studies-Depression scale (CES-D) for
being ‘at-risk for depression’ with a score at or above 16. The average score amongst

respondents in Bridgeport, Connecticut is 15.45, which is under the validated cut-off
score of 16. About 37.8% of parenting women in Bridgeport had received some form of
traditional mental health treatment in the past, but almost 1 in 3 (32.6%) mothers feel that
they require mental health treatment and have not received it. [See Table 7].
Mental Health Indices among Parenting Women in Bridgeport (n = 120)
Mean CES-D score

15.5  1.0 points
[13.5, 17.4] 95% CI

At risk for depression (CES-D  16)

39.2% (47)

Ever received traditional mental health treatment

37.8% (51)

Report an unmet desire for mental health treatment

32.6% (43)

A Table

7. Burden of depression and desire for mental health treatment among Bridgeport mothers.

New York City: In New York City, 55.7% of mothers in Brownsville, Brooklyn
screened positive for being ‘at risk of depression’ on the CES-D scale with a score at or
above 16. The average CES-D score among this sample of respondents is 17.6 with a
95% CI of [16.2, 19.0], above the cut-off score for being at risk for major depression. In
this population of parenting women, about 26.4% of women had received some form of
traditional mental health treatment in the past, but 28.8% reported desiring mental
healthcare and being unable to access it [See Table 8].
Mental Health Indices among Parenting Women in New York City (n = 158)
Mean CES-D score

17.6  8.8 points
[16.2, 19.0] 95% CI

At risk for depression (CES-D  16)

55.7% (88)

Prior experience with traditional mental health treatment

26.4% (43)

Unmet desire for mental health treatment

28.8% (47)

A Table

8. The burden of depression and desire for mental health treatment among NYC mothers.

Barriers to Quality Mental Health Treatment
Bridgeport: Only 6.7% of mothers in Bridgeport self-reported that they have poor
or very poor emotional wellbeing. Almost one in four women have experienced at least
one specific structural barrier to accessing mental health care and experiencing at least
one specific barrier to access is significantly associated with risk of depression [See
Table 10]. The four most common barriers to receiving mental healthcare are inability to
get an appointment soon enough (39.0%), feeling that it was unnecessary (31.7%), lack
of coverage by health insurance (29.3%), and transportation barriers (29.3%) [See Table
9]. There is a significant direct association between self-assessment of poor emotional
wellbeing and risk of major depression as measured by the CES-D scale, indicating that
self-identifying as having poorer emotional wellbeing are likely to be at risk for major
depression. There is a similar relationship between experiencing at least one barrier to
receiving mental healthcare and increased risk of major depression. There is a significant
and inverse association between an unmet desire for mental health services and risk of
depression, indicating that wanting but not receiving mental health treatment is associated
with a lower risk of depression. Finally, there is a relationship between receipt of prior
traditional mental health services and an increased risk of depression [See Table 10].
These associations are all statistically significant and beta-values for all associations
indicate that relatively strong associations for all, the strongest of which is for self-report
of poor mental health and increased risk of depression [See Table 10].

Barriers to Traditional Mental Health Treatment for Parenting Women in Bridgeport (n = 135)
Self-reported emotional health
(n = 135)

Excellent
Very good
Good
Poor
Very poor

Experienced ≥ one barrier to
receiving mental healthcare
(n = 135)

14.1% (19)
46.7% (63)
32.6% (44)
5.2% (7)
1.5% (2)
23.7% (32)

Barriers to receiving mental health
services (n = 41):

A Table

Could not get an appointment
soon enough
Did not feel that it was
necessary
Not covered by insurance

39.0% (16)

Did not have transportation

29.3% (12)

Once there, had to wait too
long

27.5% (11)

Could not get through on the
telephone

20.0% (8)

Office was not open when it
was possible to go

17.1% (7)

Experienced discrimination/
differential treatment

9.8% (4)

People in the office did not
speak primary language

7.3% (3)

31.7% (13)
29.3% (12)

9. Descriptive statistics of barriers reported by women in Bridgeport in terms of accessing
traditional mental health services, including: self-reports of emotional health as a proxy for ability to
self-refer and more specific barriers to receiving treatment.

Association of Self-Referral and Mental Health Treatment with Risk of Major Depression among
Parenting Women in Bridgeport (n = 120)
Association between risk of depression (continuous CES-D) and:

t-value

p-value

Beta

R2

Self-report of poor emotional health

10.02

<0.0001* 0.64

0.40

Unmet desire for mental health services

-3.64

0.0004**

- 0.32

0.10

Experiencing at least one barrier to receiving mental healthcare

3.15

0.0020*

0.28

0.08

Prior experience with traditional mental health services

-3.63

0.0004**

- 0.34

0.11

A Table

10. Analysis of barriers to accessing traditional mental health and depression risk.
Results indicate that self-reports of poor emotional health – the ability to self-identify as in need of
mental health treatment – is significantly related to increased depression risk. Experiencing at least
one barrier to mental healthcare is also related to increased depression risk. There is a significant
association between an unmet desire for treatment and decreased depression risk. There is also a
significant association between receiving traditional mental health services in the past and decreased
risk of depression.
C Association for self-reports and depression risk indicate strong effect size, while other associations’
beta values indicate more moderate effect sizes.
D R2 values that not all of the variability in the data is explained by the model.
B

New York City: Self-reports of emotional wellbeing among respondents
demonstrated that only 3.7% of women would characterize their emotional health as poor
or very poor. One in four women (23.9%) reported a specific barrier to obtaining mental
healthcare and the three most common barriers reported included: the office was not open
when it was possible to go (42.6%), lack of insurance coverage for the desired services
(38.3%), and long waiting times at the office (38.3%) [See Table 11]. There is a
significant association between self-assessment of poor emotional wellbeing and risk of
major depression. There is a significant and inverse association between having an unmet
desire for mental health treatment and depression risk as well as between receipt of
traditional mental health services and depression risk. While the associations are
statistically significant, the beta-values for these associations indicate small effect sizes
for them[See Table 12].

Barriers to Traditional Mental Health Treatment for Parenting Women in New York (n = 163)
Self-reported emotional health
(n = 163)

Excellent
Very good
Good
Poor

8.6% (14)
67.5% (110)
20.3% (33)
3.1% (5)

Very poor

0.6% (1)

Experienced ≥ one barrier to
receiving mental healthcare
(n = 163)
Barriers to receiving mental health
services:
(n = 46)

A Table

23.9% (39)

Office was not open when it
possible to go

42.6% (20)

Once there, had to wait too long

38.3% (18)

Not covered by insurance

38.3% (18)

Could not get an appointment
soon enough

29.8% (14)

Did not have transportation

27.7% (13)

Experienced discrimination/
differential treatment

26.1% (12)

Did not feel like it was necessary

23.4% (11)

Someone discouraged getting care

19.6% (9)

Could not get through on the
telephone

17.0% (8)

People in the office did not speak
primary language

14.9% (7)

11. Descriptive statistics of barriers reported by women in Brownsville (NYC) in terms of
accessing traditional mental health services, including: self-reports of emotional health as a proxy for
ability to self-refer and more specific barriers to receiving treatment including insurance coverage,
transportation, etc.

Association of Self-Referral Indices and Mental Health Treatment with Risk of Major Depression among
Parenting Women in New York City (n = 163)
Association between risk of depression (continuous CES-D) and: t-value
p-value
Beta
R2
Self-report of emotional health

4.82

<0.0001*

0.36

0.13

Unmet desire for mental health services

- 4.67

<0.0001**

-0.35

0.12

Experiencing at least one barrier to receiving mental healthcare

0.14

0.8880

0.02

0.0005

Receipt of traditional mental health services

- 3.10

0.0020**

-0.24

0.06

A Table

12. Analysis of barriers to accessing traditional mental health and depression risk.
Results indicate that self-reports of poor emotional health – the ability to self-identify as in need of
mental health treatment – is significantly related to depression risk. There is a significant association
between an unmet desire for treatment and decreased depression risk. There is also a significant
association between receiving traditional mental health services in the past and decreased risk of
depression.
C Beta values indicate moderate effect sizes for the three significant associations.
D R2 values that not all of the variability in the data is explained by the model.
B

Baseline Levels of Social Support in Potential MOMS Sites
Bridgeport: More than half of Bridgeport mothers reported poor social support, an
established component of emotional wellbeing as measured by a validated scale. Only
2.3% of parenting women in Bridgeport reported having ‘strong’ degrees of social
support [See Table 13].
Perceived Social Support (Oslo-3) Among Parenting Women
in Bridgeport (n = 135)

A Table

Poor support (n = 72)

53.3% (72)

Moderate support (n = 60)

44.5% (60)

Strong support (n = 3)

2.2% (3)

13. Descriptive statistics of perceived social support reported by women in Bridgeport.

There is no association between social support perceived by women in Bridgeport
and their risk of depression [See Table 14].

Perceived Social Support and Depression Risk among Parenting Women in Bridgeport (n = 120)
Association between risk of depression (continuous CES-D) and:
Social support (categorical Oslo-3)
A Table

t-value

p-value

Beta

R2

- 0.17

0.8680

- 0.02

0.0002

14. Analysis of the association between social support and depression risk in Bridgeport.
indicate no association between social support and depression in this population.

B Results

New York City: In terms of social support, only 3.7% of women reported having
‘strong’ social supports as measured by the validated Oslo-3 scale and about one in three
women reported ‘poor’ social support. In New York City, the average score on the
Chicago Neighborhood Social Cohesion scale for neighborhood reciprocal exchange is
16.8 on a scale from 5 to 25. Higher scores indicate higher frequencies of social exchange
within the neighborhood [See Table 15].

Perceived Social Support (Oslo 3, Chicago Neighborhood
Questions) Among Parenting Women in New York (n = 161)
Oslo-3
Poor support

32.9% (53)

Moderate support

63.4% (102)

Strong support

3.7% (6)

Neighborhood support (CNQ)
A Table

16.8 ± 4.6 points

15. Descriptive statistics of perceived social support and neighborhood reciprocal exchange in
NYC.

There is no association between perceived social support for parenting women in
New York and their risk of depression. There is a significant and inverse association
between reciprocal social exchange in the neighborhood and depression risk in
Brownsville, Brooklyn indicating that the data show that increased neighborhood
cohesion is associated with a decreased risk of depression. Beta-values, however, indicate
a weaker association [See Table 16].

Social Risk Factors for Depression Risk among Parenting Women in New York City (n = 156)
Association between risk of depression (continuous CES-D) and:

t-value p-value

Beta

R2

Perceived social support (categorical Oslo-3)

1.23

0.2210

0.10

0.003

Neighborhood reciprocal exchange (continuous CNQ)

-2.36

0.0190* -0.19

A Table

16. Analysis of the association between social support with depression risk in New York City.
Results indicate no association between social support and depression risk. There is a significant
association between increased neighborhood reciprocal exchange and decreased risk of depression.
C Beta value of -0.19 indicates a small to moderate effect size of the association.
D R2 values that not all of the variability in the data is explained by the model.
B

Identifying the Flexible Components of the MOMS Partnership: Goals & Needs
Assessment Content
A significant component of the MOMS Partnership in attempting to maintain
community responsiveness is the content of the goals and needs assessment (GNA) that is
distributed to each community. This assessment ultimately provides the data used to
conduct descriptive and analytic statistics that inform the design of each site-specific
program. Multiple focus groups are conducted with eligible parenting women at each site
as well as leadership in government and community agencies that are active stakeholders
in the community. A summary of the results from these focus groups are found in Figure
3. The content of the GNA is thus a flexible component of the MOMS Partnership that
should be wholly driven by community stakeholders.
Goals & Needs Assessment – Focus Group Feedback on Content
GNA Sections

Brownsville (Brooklyn), New
York

Bridgeport, Connecticut

•

•

Caregiving and
Eligibility
Parenting Joys
and Challenges
Demographics
(race/ethnicity,
primary language,
marital status,

Inquire about gender first
(male, female, genderqueer/
non-binary/nonconforming)
and add a second question to

Allow for selection of multiple
identities, specifically for
people who identify as mixed

0.04

associated
agencies)

determine if respondents
identify as transgender (“Do
you identify as transgender –
yes/no?”)

race or are black Latinx, mixed
Latinx, or white Latinx

•

Include Haitian Creole
alongside Spanish and English
as primary languages given the
Brownsville population

•

Include Haitian Creole and
Portuguese alongside Spanish
and English as primary
languages given the Bridgeport
population

•

Add Health Plus and Section 8
Housing to government
benefits utilized in
Brownsville
Add questions about childcare
resources outside of diapers:
i.e. nursing bras

•

Add Care 4 Kids to government
benefits utilized in Bridgeport

CES-D
questionnaire
Basic Needs

•

•

•

•

•
•

•

Add Metro North, the
MTA/subway, dollar vans, and
medical transport to any
questions about transportation
Add questions about “Fair
Fares,” a discounted
transportation program in New
York to transportation
questions
Asking about whether a job
was lost due to a
transportation barrier does not
take into account the
experience of someone having
a pay cut due to transportation
barriers
Clarify the answer choices
provided for questions about
barriers to receiving healthcare
Questions about how the
Brownsville community
specifically sees social support
are not present (ie taking care
of each other’s children, etc)
The library is a safe space in
Brownsville and should be

•

Add questions about
transportation as
transportation is difficult in
a city like Bridgeport

•

•

•

Answer choices for questions
investigating barriers to
receiving mental healthcare are
unclear

•

Should ask questions about
religion and faith in Bridgeport

Physical Wellbeing

•

Answer choices for questions
investigating barriers to
receiving mental healthcare are
unclear

Education,
Employment, and
Finances

•

Questions asked about income
create feelings of anxiety –
people may perceive that they
are not eligible if they make too
much or too little money
Questions about parenting joys
should be asked first in the
survey and questions about
income should be asked later

Emotional
Wellbeing

Goals &
Preferences

•

discussed as a potential
MOMS site in the needs
assessment
Questions about laundromats
should be included as they are
common in Brownsville and
families have free time as they
wait in the laundromat; this
provides a reasonable location
for MOMS neighborhood hubs
Early childhood educational
opportunities explored by
parents in the home should be
investigated in the
questionnaire (books and
reading, singing, speaking
with children)
Perceived social support
questions do not adequately
capture the experience of
residents in Brownsville –
neighborhood-related
community cohesion questions
would be helpful.

•

Preference for desired timing
of Stress Management classes
is strictly dependent on
whether childcare can be
provided

•

Avoid the term ‘safety’ when
discussing spaces as safety is a
racially charged descriptor and
does not resident with
residents of Brownsville

•

General Feedback

•

•

•
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The length of the
questionnaire may be a barrier,
given survey fatigue in the
Brownsville community
Questionnaires should be
given out through multiple
avenues so that people may fill
it out on their own time

•

The length of the questionnaire
may be prohibitively long

•

Payment for questionnaires
should be for Walmart gift
cards as Walmart is both useful
and commonly frequented in
Bridgeport

GNA distribution would be
most fruitful via email and
online posts as well as through
tabling.

•

GNA distribution would be the
most fruitful via in-person
tabling at early childhood
education sites around
Bridgeport, the East End
Feeding Program, faith-based
organizations and churches

3. Feedback on Goals and Needs Assessment pilots with parenting women in both sites.

Based on community feedback, the goals and needs assessment content was
amended from the skeleton presented to the focus groups. The skeleton GNA can be
found in Appendix 1, the Bridgeport GNA can be found in Appendix 2, and the NYC
GNA can be found in Appendix 3. The delivery of the Goals and Needs Assessment in
Bridgeport was done primarily through in person tabling at early childhood sites and
churches as well as somewhat through online mechanisms, as guided by community
partners. In New York City, the Goals and Needs Assessment was distributed equally
through online mechanisms and in-person tabling.
Identifying the Flexible Components of the MOMS Partnership: Incentives
Reported Basic Needs
Bridgeport: Among parenting women in Bridgeport, multiple basic needs as
proxies for material hardship were screened for: 58.1% of women screened positive for
diaper need, 65.9% are food insure, and 79.3% are housing insecure. Almost 1 in 4
women have faced transportation barriers to work, while greater than 1 in 3 women have

faced a transportation barrier to visit the doctor for themselves or their child. While most
women in Bridgeport (91.8%) have health insurance, over one in two women (58.7%)
still faced a barrier to receiving appropriate healthcare. The three most common barriers
included: the inability to get an appointment when they needed it (28.8%), not having
health insurance coverage for required services (22.7%), and long waiting times (22.0%).
In terms of financial security, greater than 1 in 3 women reported not being able to come
up with any funds at all if an emergent need arose, indicating financial insecurity, and
only 4.7% of women felt they could raise a sum greater than $2000 [See Table 17].
Basic Needs Reported by Parenting Women in Bridgeport (n = 135)
Reported diaper need (n = 43)

58.1% (25)

Food insecure (n = 126)

65.9% (83)

Housing insecure (n = 135)

79.3% (107)

Transportation barrier to work (n = 125)

23.2% (29)

Transportation barrier to doctor (n = 135)

37.0% (50)

No health insurance (n = 134)

8.2% (11)

At least one healthcare barrier (n = 126)

58.7% (74)

Barriers to healthcare:
Could not get an appointment soon enough

28.8% (38)

Not covered by insurance or did not have health
insurance

22.7% (30)

Once there, had to wait too long to see the doctor

22.0% (29)

Did not feel like it was necessary

21.4% (28)

Did not have transportation

19.2% (25)

Office was not open when it was possible to go

15.4% (20)

Experienced discrimination/ differential
treatment
Could not get through on the telephone

12.1% (16)

People in the office did not speak her primary
language

10.1% (13)

Financial security (n = 127)

13.6% (18)

[self-reported confidence in ability to
unexpectedly gather the following sums]
Over $2000

4.7% (6)

$2000

2.9% (5)

$1000

16.5 (21)

$500

39.4% (50)

None

35.4% (45)

A Table

17. Descriptive statistics for reported basic needs or material hardship among women in
Bridgeport.

New York City: Among parenting women in Brownsville in Brooklyn, over 60%
of women (61.9%) screened positive for diaper need, two-thirds of women are food
insecure, and about 39.1% are housing insecure. Greater than 1 in 4 women have faced
transportation barriers to work, while 27.0% of women have faced a transportation barrier
to visit the doctor for themselves or their children. While most women in Brownsville
(97.4%) had health insurance, almost one in two women still faced a barrier to receiving
appropriate healthcare. The four most common barriers to receiving appropriate care
included waiting times at the doctor’s office (31.1%), inconvenient office timings
(27.0%), and that they could not get an appointment soon enough (26.4%). In terms of
financial security, only 12.2% of parenting women indicated that they would be able to
come up with a sum greater than $2000 if an unexpected need arose [See Table 18].
Basic Needs Reported by Parenting Women in New York City (n = 163)
Reported diaper need (n = 63)
61.9% (39)
Food insecure (n = 148)

66.2% (98)

Housing insecure (n = 133)

39.1% (52)

Transportation barrier to work (n = 163)

26.4% (43)

Transportation barrier to doctor (n = 163)

27.0% (44)

No health insurance (n = 153)
At least one healthcare barrier (n = 163):

2.6% (4)
47.2% (77)

Healthcare barriers:
Once there, had to wait too long

31.1% (46)

Office was not open when it was possible to go

27.0% (40)

Could not get an appointment soon enough

26.4% (39)

Did not have transportation

22.3% (33)

Could not get through on the telephone to make

15.4% (23)

an appointment
Not covered by insurance

10.2% (15)

Someone discouraged getting care

14.2% (21)

Experienced discrimination/differential

9.5% (14)

treatment at the doctor
People did not speak primary language

4.8% (7)

Financial security (n = 148):
[Self-reported confidence in ability to
unexpectedly gather up to the following
sums]
Over $2000

12.16% (18)

$2000

15.54% (23)

$1000

35.81% (53)

$500

27.70% (41)

None

8.78% (13)

A Table

18. Descriptive statistics for reported basic needs or material hardship among women in
Brownsville, Brooklyn in New York City.

Associations between Reported Basic Need and Maternal Depression
Bridgeport: Among parenting women in Bridgeport, there is a significant
association between certain measures of material hardship and risk of depression as
measured by continuous CES-D score. There is a significant association with depression
risk for: diaper need, food insecurity, and health access barriers. The strongest association
based on beta-values is for diaper need, while health access and food insecurity have
medium strengths of association. There is a significant and inverse association between
transportation barriers and depression risk indicating that experiencing barriers to

transportation are correlated with decreased risk of depression. The strengths of these
associations are also moderate [See Table 19].
Reported Basic Needs and Depression Risk among Parenting Women in Bridgeport (n = 135)
Association between risk of depression (continuous CES-D) and: t-value p-value
Beta

R2

Diaper need (n = 39)

2.70

0.0100*

0.41

0.16

Food insecurity (n = 113)

2.39

0.0180*

0.22

0.05

Housing insecurity (n = 120)

1.11

0.2710

0.10

0.01

Transportation barrier for job (n = 110)

-2.52

0.0130**

- 0.24

0.06

Transportation barrier to doctor (n = 120)

-3.05

0.0030**

- 0.27

0.07

Experiencing a barrier to receiving healthcare (n = 113)

2.25

0.0260*

0.21

0.04

A Table

19. Analysis of reported basic needs and risk of depression as measured by the CES-D scale.
Results indicate that there is an association between diaper need and increased risk of depression,
food insecurity and risk of depression, as well as barriers to healthcare and depression risk.
C There is an inverse relationship between transportation barriers and risk of depression.
values
B

New York City: In Brownsville, Brooklyn, there are significant associations for multiple
measures of material hardship and increased risk of depression including diaper need,
food insecurity, housing insecurity, and experiencing a barrier to receiving healthcare.
There are significant and inverse associations for depression risk with transportation
barriers in New York [See Table 20]. All associations indicate moderate strength in terms
of beta-values.
Economic Risk Factors for Depression Risk among Parenting Women in New York City
Association between risk of depression (continuous CES-D) and:

t-value

p-value

Beta

R2

Diaper need (n = 62)

2.07

0.0430*

0.26

0.07

Food insecurity (n = 143)

3.70

<0.0001* 0.30

0.09

Housing insecurity (n = 133)

2.32

0.0220*

0.04

0.20

Transportation barrier resulting in lost job (n = 158)

-3.12

0.0020**

-0.24

0.06

Transportation barrier resulting in pay cut (n = 144)

-2.59

0.0110**

-0.21

0.05

Transportation barrier to doctor (n = 158)

-2.44

0.0160**

-0.19

0.04

Experiencing at least one barrier to receiving healthcare (n = 133)

2.55

0.0120*

0.22

0.02

A Table

20. Analysis of reported basic needs and risk of depression as measured by the CES-D scale.
Results indicate that there is an association between diaper need and increased risk of depression,
food insecurity and risk of depression, as well as barriers to physical and mental healthcare and
depression risk.
C There is an inverse relationship between medical transportation barriers and risk of depression.
D Beta value of -0.19 indicates moderate effect sizes for associations.
E R2 values that not all of the variability in the data is explained by the model.
B

Identifying the Flexible Components of the MOMS Partnership: Program Logistics
Stress Management Course Timings
A vital flexible component of the program includes logistics of program design
including when and where the course is held in order to maximize accessibility and
convenience for participants. While about half of women in Bridgeport report that they
hope to have MOMS courses held in the evenings, most women in New York City prefer
afternoon or morning classes [See Table 21].
Stress Management Class Time Preferences for New MOMS Sites
Bridgeport

New York City

Morning

34.4%

37.4%

Afternoon

16.4%

42.9%

Evening

49.2%

19.7%

A Table

21. Preferred Stress Management class times for potential MOMS participants.

Stress Management Course Language
The MOMS Partnership has provided the Stress Management therapy course to
women in multiple languages in New Haven, as driven by community need. Within
Bridgeport, the primary language for about three quarters of women is English, while

almost 18% of women primary speak Spanish. Among the women surveyed in
Brownsville in New York City, over 98% of them speak English as a primary language
[See Table 22].
Primary Language Spoken by Parenting Women in Bridgeport and NYC

A Table

Bridgeport

New York City

English

76.1%

98.2%

Spanish

17.9%

1.2%

Haitian Creole

0.8%

0.6%

Portuguese

0%

0.0%

Other

5.2%

0.0%

22. Preferred language for delivery of the Stress Management course as reported by potential
MOMS Partnership participants.

Neighborhood Hub Site Locations
While the existence of a neighborhood hub site is a core component of the MOMS
model, the location of the neighborhood hub sites is a flexible, community-driven
element of the program – the convenience and accessibility of the site location as well as
the ability of women attending the sites to feel welcomed and supported must be
identified by the women who will become participants in the course. In Bridgeport,
responses of women were analyzed and consolidated into three potential site types:
church, a grocery store, and the various early childhood and community centers of the
Action for Bridgeport Community Development Incorporated (ABCD Inc), an
established community partner for MOMS in Bridgeport. In New York City, similar
community centers – specifically the Greg Jackson Center which is the site of United for
Brownsville community organizing meetings as well as centers for CAMBA, both of
which are MOMS partners – were identified as welcoming spaces in the neighborhood.
Grocery stores were also identified in Brownsville as potential hub sites. Additionally,

the Brownsville Medical Services Health Center and the public libraries in Brownsville
were identified as possible known sites that can be used as hub sites. Other responses
included hair and nail salons, laundromats, schools and daycares in Brownsville and
finally, grocery or convenience stores (See Table 23).
Safe Spaces Identified by Mothers in New MOMS Sites
Bridgeport

New York City

Church

Hair salon, Nail salon

Grocery store

Laundromat

ABCD, Inc

Community center (CAMBA, Greg Jackson
Center)
Grocery store, stores (Target, Walmart, Family
Dollar, Duane Reade, Family Tree, corner store)
or food pantry
Public Library
Brownsville Medical Services – Health Center
School, children’s school, child’s daycare

A Table

23. Parenting women in both neighborhoods reported the locations in their communities that
they considered welcoming and convenient in order to consider them as potential hubs.

Community Relationship to Specific Neighborhood Hub Locations
Based on goals and needs assessment (GNA) content feedback, specific
community hub sites were identified as logistically and culturally desirable – in
Bridgeport, this included multiple faith-based organizations and churches, while in New
York this included the Brooklyn Public Library and the community organizing agency,
United for Brownsville. Thus, questions about religion were crafted by a Bridgeport
faith-based partner and added to the GNA to assess whether churches and faith-based

sites could resonate with the Bridgeport mothers whom we reached. Questions regarding
access to and convenience in reaching Brownsville libraries in Brownsville were added to
questionnaires for parenting women in New York.
In Bridgeport, over 80% of women report that they hold a belief in God/the
Divine and more than half of the women reported regular attendance at faith-based events
or church. Almost two-thirds report that they engage in religious activities including
prayer, meditation, or Bible study. About 18% of women report that their religious belief
influences decision-making, while 26.7% report that their religious beliefs influence
decision-making about their health, in particular.
In New York City, three quarters of women surveyed are connected to the
Brooklyn Public Library system. Almost half of the women report that they visit the
library at least once every week. Less than 15% of women report a connection to United
for Brownsville (See Table 24).
Neighborhood Hub Site Data
Bridgeport
Regular church/religious meeting attendance

55.7%

New York City
Connected to the Brooklyn
Public Library System

74.9%

Engage in religious activity (prayer, meditation, Bible
study)

63.4%

Visit the library at least once
per week

45.0%

Belief in God/the Divine

81.8%

Visit the library a few times
per year

17.5%

Religious beliefs are behind whole approach to life

12.9%

Connected to United for
Brownsville

14.7%

Religious beliefs influence decision-making

18.3%

Religious beliefs influence health-related decisionmaking

26.7%

A Table

24. Measures of religiosity were reported in Bridgeport to assess comfort with possible faithbased neighborhood hubs. In New York, accessibility to the Brooklyn Public Library was assessed.

Discussion
Introducing CBPR 2.0: A community-based participatory research approach to
scaling health interventions
Innovations in mental health treatment are essential for addressing the significant
mental health burden faced by women, particularly for women in poverty and those in
marginalized groups. For women in these groups, the burden of depression is not only
more severe given the cycle of poverty and experience of oppression, but traditional
treatment is often difficult to access and may not be accepted by the community. The
Mental health Outreach for Mothers (MOMS) Partnership is an innovative model with a
foundation in community-based participatory research for the treatment of maternal
depression that optimizes community acceptance alongside its outcomes. After
originating in the City of New Haven, the MOMS Partnership is scaling and replicating
the model in new sites across the United States.
The scaling-out of the MOMS Partnership utilizes the growing field of
implementation science, particularly strategies to adopt and integrate evidence-based
health interventions to new settings or target groups (Wallerstein and Duran 2010,
Damschroder et al 2009, National Institutes of Health 2009). The replication is
accompanied by a systematic strategy to achieve this objective (Milat et al 2015), which
depends on the concept of fidelity, defined as implementation of a program as intended
by the program developers (Rogers 2003, Dusenbury et al 2003, Perez et al 2011).
Historically, however, a tension has been established between replication with fidelity to
an original model and fit, or adaptability, to new sites (Dusenbury et al 2003, Weissberg

1990, Perez et al 2011). In 1984, Gottfredson et al has described adaptation of
interventions to communities as “at best, a double-edged sword,” bringing with it the
possibility that the critical, effective ingredients of a program may be lost when the
program is modified to meet the needs of the community. Programs that do not adapt,
however, are at risk of not being continued (Dusenbury et al 2003, Perez et al 2011).
Dimensions of fidelity measurement include adherence, dosage, quality of
delivery, participant responsiveness, and program differentiation (Dane & Schneider
1998). While the first four dimensions are studied after the intervention is conducted and
are ways that participants engage with the program, program differentiation is carried out
by the researchers to ensure that appropriate components are delivered (Century &
Cassatta 2016). Program differentiation identifies the essential elements that are
necessary for a program to have its intended effect (Carroll et al 2007, Kutash et al 2012)
and is completed by a combination of canvassing by an original program coordination
team and component analysis (Dusenbury et al 2003, Carroll et al 2007).
While prior literature has indicated that “preoccupations with questions of
fidelity… may limit the extent to which consideration is given to adaptive designs,” (Di
Ruggiero & Edwards 2018) our methodologic framework suggests that fidelity – and
specifically the element of program differentiation – should explicitly involve
considerations of community adaptability and fit. Program differentiation is a component
of establishing fidelity and is the foundation of our methodology of replication.
We thus present our model of community-based participatory scaling of the
MOMS Partnership through program differentiation: first, scaling involves identifying
the core components of the program through canvassing and component analysis. These

components must be present in each iteration of the program due to the evidence that has
supported their role in bringing about desired outcomes.
The second step is to identify the flexible components of the program. These
flexible components will be driven by community voice either through initial focus
groups or through data collected through a community goals and needs assessment. In
2006, Rebchook et al crafted a process-oriented approach to program scaling that
addressed the tension that exists between fidelity and adaptability by establishing how
various types of ‘reinventions’ or adaptations of components may influence program
fidelity. Rebchook postulated that if a program component is omitted or highly modified,
it threatened fidelity. On the other hand, implementing a component with modifications
while respecting its original purpose would maintain fidelity, while possibly improving
effectiveness (Rebchook et al 2006, Perez et al 2011). This is our goal in defining the
flexible components of the MOMS Partnership. It is a core component of the MOMS
Partnership, for instance, that incentives are provided, but the flexible component of this
program element is the identity of the incentive itself – transportation vouchers, diapers,
other childcare products – based on data extracted from the community needs assessment.
Ideally, flexible components also directly address depression risk, though it is not a
necessary or identifying feature of a flexible component as it is for a core component.
Identifying the Core Components of the MOMS Partnership
Canvassing of the New Haven MOMS Partnership program delivery team
resulted in a list of program activities and features that comprise the MOMS Partnership.
These can be found in Figure 1. These program features were ultimately consolidated into
three core components: neighborhood hub sites, incentives, and community mental health

workers called Community Mental Health Ambassadors. These core components were
concluded to be the major components of the program that ultimately promote
effectiveness of the program. Each component was analyzed individually from prior
research done by the MOMS Partnership team for their ability to bring about desired
outcomes.

Neighborhood Hub Sites
The neighborhood hub site situated in a supermarket setting in New Haven was
found to be highly acceptable to the community. Overall, the supermarket setting was
able to provide participants with convenience, accessibility, and protection from external
stigma as well as self-stigma about engaging with mental healthcare (McMickens et al
2019). Prior literature has supported delivering health interventions in places “where
individuals live, work, play, pray, and socialize” and finding locations in “all
communities where diverse groups of individuals frequent regularly and return often” is
an essential strategy to increase reach of health promotion interventions (Linnan et al
2014). The MOMS New Haven supermarket site was successful in establishing greater
reach as well, as some participants reported coming into contact with the program due to
the supermarket’s central presence within the community. Delivering a program at a hub
within a particular neighborhood is also valuable in that the structural environment of a
neighborhood influences health and can contribute to health inequity (Diez Roux and
Mair 2010). Delivering services within a neighborhood hub site inherently invests
funding and resources into the community itself, potentially building trust among the
community, the site itself, and the research team. As one participant indicated, this

involvement “shows that the supermarket is involved in the community” (McMickens et
al 2019).
Incentives
The purpose of incentives as described in prior literature has been to improve
adherence to behavioral health interventions, specifically for substance use (Katz et al
2002, Petry et al 2005, Tidey 2012). More specifically, studies have also indicated that
individuals who experience poverty are more likely to adhere to behavioral interventions
when they receive incentives in the form of community resources that attend to basic
needs (Haas et al 2015, Alegria et al 2016). Thus, as a core component of the MOMS
Partnership, the incentive provided must both attend to the basic needs of participants,
which implies it should also alleviate parenting stress and depression.
The New Haven MOMS Partnership provided diapers as program incentives
through agency partnership with the New Haven Diaper Bank. Thus, component analysis
of incentives as a core component was dependent on the assessment of diaper need as a
dimension of material hardship (Austin and Smith 2017) in New Haven and the provision
of diapers, in particular. Results from prior diaper need research through MOMS
highlighted the significant burden of diaper need amongst parenting women and its
contribution to parenting stress (Smith et al 2013).
While the provision of diapers is a core component of New Haven MOMS, the
identity of the incentive is currently a flexible component in the MOMS Partnership.
Given that the provision of incentives depends on the basic needs reported by the new
populations – while diaper need was an essential predictor of depression in New Haven,
other elements of material hardship may be more appropriate for new communities.

Community Mental Health Ambassadors
Community Mental Health Ambassadors (CMHAs) are defined as frontline health
workers who are trusted members of or have a markedly close understanding of the
community served who serve as liaisons between agencies and the community (American
Public Health Association 2009). They have been documented to improve access to care,
quality of care, and health equity and in particular, have been successful in reaching
women from marginalized groups who mistrust formalized systems of care (Perez et al
2006). This is in line with component analysis of the CMHAs within the MOMS
Partnership who were found to be successful in reaching members of the community who
would benefit from the MOMS program. They acted as first points of contact and
encouraged connection to services for those women who were explicitly seeking mental
health treatment as well as those who were not, but seemed to be interested in treatment
(McMickens et al 2019).
Not only are CMHAs effective in reaching underserved members of certain
communities, but are also acceptable within mental health roles in particular (Weaver and
Lapidos 2018). MOMS Participants also found CMHAs to be acceptable, reporting that
they were a significant component of their treatment, citing their role modeling as
particularly influential. In the literature, high degrees of acceptability translated to high
session attendance and low attrition.
Finally, a randomized control trial of the CMHA model compared to traditional
therapy indicated that there were greater odds of remission from depression within the
CMHA model after the 8-week course. While this impact has not yet been demonstrated
at 6 or 12 months after the intervention, prior research indicates that community health

workers have been shown to contribute to reductions in chronic disease including mental
health (Allen et al 2019).
Potential Impact of Core Components on the Mental Health Indices in New MOMS
Sites
The core components of the MOMS Partnership each attempt to directly address
the mental health burden in both Bridgeport and New York City upon replication of the
program to new sites. While the ultimate impact of the program will be evaluated after
implementation is complete, data regarding the mental health landscape and barriers to
mental healthcare in each city are helpful in estimating the potential impact of MOMS in
the new sites. Thus, it is essential to describe these data in both cities prior to scaling to
understand how each core component may interact with the current landscape of mental
health in each community.
Respondents in both cities had significant mental health burden, greater than
10.4%, which is considered to be the burden of depression among adult women in the
general population in the United States according to the Centers for Disease Control and
Prevention (Brody et al 2018). Depression as detected by the Center for Epidemiologic
Studies-Depression (CES-D) Scale (Radloff 1977) was more prevalent in New York than
in Bridgeport and the average CES-D score for the population of mothers surveyed was
above the cut-off for depression risk in New York City, but not in Bridgeport. This
indicates there may be a greater severity of depressive symptoms among New York
mothers, although this conclusion cannot be definitive given these were not comparable
populations in terms of demographic and clinical correlates and the sample was not
obtained in a representative manner.

In both sites, self-reports of emotional wellbeing and reporting a desire for mental
health treatment by mothers, were used as a proxy for ability to seek help and treatment.
This would serve as a potential initial barrier towards obtaining traditional mental health
treatment. While very few women reported “poor” or “very poor” emotional health, there
was a significant association between reporting poorer emotional health and depression
risk. Having an unmet desire for treatment was inversely associated with risk of
depression in both sites. While correlation cannot be established, it is possible that
respondents whom are likelier to report a desire for mental health treatment are less likely
to be at risk for depression. This may mean that while self-reports of emotional health
may correlate with risk of depression, the self-report may not translate to a desire to seek
formal treatment. Overall, it may be difficult to depend on self-referrals for those who
would benefit the most from formal treatment for mental health issues because those who
have the most severe symptoms may not be the ones who are reaching out for treatment.
The Community Mental Health Ambassadors, a core component of the MOMS
Partnership model, may assist with this given data that both women who were seeking
services and who were not seeking services were able to connect to the Stress
Management Course due to outreach by the CMHAs (McMickens et al 2019, Perez et al
2006).
The most common barriers to accessing mental health treatment in Bridgeport
include: not getting an appointment soon enough, feeling that it is unnecessary, not being
covered by insurance, transportation barriers, and long waiting times at the office. In New
York, barriers include: the office was not open when it was possible to go, long waiting
times, and services not covered by insurance. Experiencing a barrier to mental healthcare

was also correlated with increased depression risk in both sites. Components of the
MOMS model addresses these barriers in specific ways: holding free therapy sessions at
convenient, pre-scheduled timings in a location that is easily accessible within the
community – all flexible components of the program – works around these particular
issues.
Another role of the CMHA is to promote social support networks among the
participants in the course – while very few women in Bridgeport and New York City
reported “strong” levels of social support, there was no correlation of social support to
risk of depression. While evidence is typically consistent on this relationship and does
maintain that social support is an important protective factor against depression (Gariepy
et al 2016), it is possible that there is variability based on assessment tool utilized, age
and life stage of participants (Gariepy et al 2016), and context. Thus, it is possible that
the role of the CMHA in improving social support may not directly address depression
risk, but as described in the literature may be more beneficial for outreach and treatment
adherence (Perez et al 2006). Measures of neighborhood reciprocal exchange, however,
was inversely correlated with depression risk in New York City (Diez Roux and Mair
2010). While definite directionality has not been established, this may indicate that
improved neighborhood support may impact depression risk in New York, a role
potentially fulfilled by the neighborhood hub core component specifically (McMickens et
al 2019).
Finally, receiving traditional mental health treatment in the past was inversely
associated with depression risk, supporting the idea that women who were able to access
and engage in mental health treatment did, in fact, benefit from it and would similarly

benefit from first-line cognitive behavioral therapy (American Psychological Association
Guideline 2019) – another core component of the program – offered through the Stress
Management course at MOMS.
Identifying the Flexible Components of the MOMS Partnership: Bridgeport
The MOMS Partnership model is one in which first-line cognitive behavioral
therapy treatment for depression is made more convenient, accessible, and acceptable to
the community in which it is delivered – while its core components have been shown to
be essential to its overall efficacy, the specifics of the program and the nuances of some
of these core components are flexible, driven by community voice in order to achieve full
effectiveness in its specific context.

Goals & Needs Assessment Content and Distribution Mechanism
A key flexible component of the MOMS Partnership is how exactly the
community is engaged in program design. While this can be completed in a myriad of
ways according to community-based participatory research principles (Eder et al 2018,
Wallerstein and Duran 2010), our model has utilized two specific methods: first, focus
groups were utilized during initial stages in establishing the Partnership in order to
determine the landscape of social services in the area as well as to establish the content,
order, and delivery mechanism of the community Goals and Needs Assessment. Without
focus group input, the data collected from the needs assessment and ultimately used to
make decisions about program design may not ask the appropriate questions that speak to
the needs of the specific community. The analysis would thus inadvertently omit vital
associations that should contribute to program design.

The Goals and Needs Assessment for Bridgeport, for instance, changed in terms
of languages it was delivered in and the public benefits it inquired about. Parents also
provided feedback that questions regarding income in the community produced a feeling
of anxiety, causing removal of that line of questioning from the Bridgeport GNA.
Multiple parents in the focus groups recommended asking about transportation and about
the faith-based practices of residents of Bridgeport. Given the layout of the city and its
public transportation system, Bridgeport parents reported that transportation was a
significant barrier that is particular to the city. Questions about faith and religion were codesigned with a faith-based community partner in Bridgeport and added to the GNA, in
particular to assess if a faith-based neighborhood hub would resonate with parenting
women in the city. Finally, Bridgeport parents also reported that delivering the GNA in
person through tabling and community engagement, rather than through online outreach,
would be the best way to reach parents in their community. Other feedback can be found
in the summary table in Figure 3.

Incentives
There were significant proportions of parenting women in Bridgeport who
reported significant material hardship as defined by a lack of basic needs including diaper
need, food insecurity, housing insecurity, barriers to transportation, and healthcare access
barriers. Among these basic needs, there were significant direct associations with
depression risk for only diaper need, food insecurity, and for physical and mental
healthcare access barriers.
Food insecurity as a contributor to depression risk may be addressed by the
program’s co-located services model in Bridgeport through which participants can be

connected to public benefits facilitated by the Community Mental Health Ambassador.
More specifically, the program in Bridgeport should ensure that its participants are all
receiving benefits that they are eligible for in the context of food access, specifically
Supplemental Nutrition Assistance Program (SNAP) and Special Supplemental Nutrition
Program for Women, Infants, and Children (WIC) benefits.
While distribution of incentives to program participants is a core, necessary
component of the MOMS Partnership, the specific identity of the incentive is an
important flexible component of the program that should be driven by community need
and should be evidence-based. Given the data, the most effective and impactful
incentives in terms of both encouraging program participation as well as playing a role in
alleviating depression risk may be the provision of diapers, provided a community-based
partnership with a local Diaper Bank.

Program Design
In Bridgeport, the specific barriers towards accessing mental healthcare are:
inability to get an appointment soon enough, not feeling that an appointment was
necessary, mental health services not being covered by insurance, and transportation
barriers. Thus, a vital component of the MOMS Partnership is the coordination of the
therapy itself – when and where it is offered so that it is truly accessible.
Bridgeport mothers identified that evening classes would be most convenient and
that a convenient neighborhood hub site may be a supermarket or church-based setting. A
significant proportion of the Bridgeport mothers indicated that they were very religious
and engaged in regular spiritual activity. Over one in four women in Bridgeport even
indicated that religious beliefs influenced their health-related decision-making, implying

that involving faith-based leaders in the delivery of MOMS services may be beneficial in
Bridgeport for services to be most impactful and trusted.
Identifying the Flexible Components of the MOMS Partnership: NYC
Goals & Needs Assessment Content and Distribution Mechanism
Focus groups conducted in Brownsville, Brooklyn with parents on the Family
Advisory Board of a community partner, United for Brownsville, informed the content of
the Goals and Needs Assessment in the following ways: public benefits and
transportation questions that were more appropriate to New York City’s programs were
added and the needs assessment was translated into additional languages. The
neighborhood reciprocal exchange questions were also added with feedback from parents
that questions about interpersonal social support in the GNA were not adequate in
assessing the support they have amongst their neighbors in Brownsville. Additionally,
community members as well as stakeholders from other partners including the Brooklyn
Public Library and Too Small To Fail provided feedback that questions asking about the
community’s relationship to its public libraries and laundromats may prove helpful in
establishing neighborhood hubs in Brownsville. Based on feedback, the Goals and Needs
Assessment was delivered both in person and through online mechanisms.

Incentives
In New York City, mothers reported a lack of multiple basic needs including
diaper need, food insecurity, and housing insecurity. There is also a less significant
proportion of mothers who report barriers to transportation and barriers to accessing
mental and physical healthcare. Among these basic needs, there were significant direct
associations with depression risk for only diaper need, housing insecurity, and

experiencing barriers to accessing healthcare. There were significant inverse associations
with depression risk for food insecurity and transportation barriers.
These suggest that in terms of the identity of incentives, diapers may be beneficial
and impactful, as they were in New Haven and as they would be in New York.
Additionally, given that housing in New York City is significantly related to depression
risk, Section 8 Housing vouchers may also be beneficial incentives. If not exploited as
incentives, connecting participants with housing services should be an essential
component of the work that CMHAs do within the neighborhood hubs.

Program Design
In New York City, the most common barriers towards accessing mental
healthcare are: that the office was not open when it was possible to go, waiting times at
the doctor’s office, and mental health service coverage by health insurance. Thus,
choosing an adequate hub site location that is convenient and accessible for the
community and even more importantly for NYC MOMS, choosing course timings and
logistics that are convenient for the mothers is essential. Amongst mothers in NYC, most
mothers were split on desiring class timings in the morning and afternoon.
Spaces identified as possible neighborhood hub sites for NYC MOMS were more
varied in Brownsville compared to those in Bridgeport – parenting women identified the
Greg Jackson community center, the Brownsville Medical Services Health Center, the
public libraries in Brownsville, and multiple other locations including salons,
convenience stores, and laundromats as acceptable and convenient hub sites. The
Brooklyn Public Library was identified as a significant touch point in the community
prior to the distribution of the goals and needs assessment and our results indicated that

75% of respondents were connected to the library system and almost one in two visit the
library at least once per week. This suggests that the library is likely a convenient setting
within the community that would be accessible for the weekly intervention that the
MOMS Partnership provides.
In terms of measuring neighborhood social supports in New York City, there was
a significant inverse association between scores for neighborhood reciprocal exchange
measures and depression risk. This suggests that with greater degrees of reciprocal
exchange, a proxy for significant neighborhood social supports, there is a decreased risk
for depression, implying that the MOMS model of developing greater community-level
supports may be capitalizing on existing strong community ties.

Challenges & Limitations
This research has several noteworthy limitations. To begin, the first part of the
methodologic plan for this study involved team canvassing, which was utilized to identify
the core components of the intervention. This process was performed informally rather
than systematically, which likely introduced researcher bias into the conclusions made. A
systematic approach would involve qualitative interviews conducted with MOMS New
Haven staff members and thematic analysis to draw out specific themes that are
important to vital staff members who are intimately familiar with the program. This,
given that the MOMS Partnership is a community-engaged endeavor, should also ideally
include community members. Future research should attempt to do more formal
canvassing of team members including community partners for each new MOMS site in
order to inform future sites.

Additionally, due to funding and time-related constraints, component analysis was
dependent on limited studies. Ideally, there would be randomized controlled trials or
other experimental study designs interrogating the impact of each individual component
of the MOMS Partnership – comparative studies of programs with and without
incentives, programs with and without a CMHA to deliver the intervention, and a
neighborhood hub site compared to a traditional therapist’s office as the intervention
setting. Given logistical limitations, however, other and prior assessments were analyzed;
this, however, does provide opportunity for future research.
Third, while eligibility criteria for our study ensured that the children of mothers
who responded to the goals and needs assessment were below the age of 18, specific ages
of children were not collected. Future studies should consider the age of children as a
significant factor in terms of impact on the prevalence of depression amongst potential
MOMS participants. Not only would this add to existing scientific literature on maternal
depression for new mothers and older mothers, but would also inform program
development for MOMS in new sites, possibly providing information that separating
Stress Management groups by women who are mothers of infants, young children, or
adolescents might be beneficial.
Another significant limitation also involves decision-making in terms of what
content is included in the goals and needs assessments – while certain community
partners’ questions were included based on stakeholder meetings, it may be beneficial to
include questions about other potential hub sites that are more directed by the community
members to assess feasibility of those sites. Asking more pointed questions about which
sites should be used as neighborhood hubs for the MOMS Partnership is one approach.

Finally, goals and needs assessment reach is a challenge, particularly in community based
research. Ideally, goals and needs assessments should reach a significant percentage of
the target population in order to ensure appropriate community representation and
secondarily to increase strength of statistical associations. Given time, funding, and
access barriers, however, only a small sampling of the greater target community was
possible. Having funding and time to support a longer pilot and needs assessment period
would allow for stronger evidence-base through the needs assessments.
Finally, given that the content of the goals and needs assessment is driven by
community influence and are thus, by design, different from one another, the data from
the two questionnaires are not comparable. This may be a limitation in that the data
cannot be appropriately collated or compared across sites, which may also be a limitation
for MOMS work looking ahead to formal fidelity assessments.

Future Directions
At this point, CBPR 2.0 presents an initial methodological framework for
replication of a maternal mental health program from a community-based participatory
research lens. Our framework utilizes fundamentals of fidelity research within
implementation science to propose a method by which to replicate certain program
components. These components, however, require further interrogation once the program
is implemented and can be assessed for fidelity to the original model. Future research
should therefore include addressing the four dimensions of fidelity that are based on how
participants engage with the program as defined by Dane & Schneider in 1998:
adherence, exposure, quality of delivery, and participant responsiveness (Dane and
Schneider 1998, Century & Cassatta 2016). These elements should be evaluated and

compared both to similar assessments for New Haven MOMS as well as to standards
identified prior to implementation. The CBPR 2.0 framework may also be followed in
evaluating fidelity after the program has been implemented – for instance, as these
dimensions of fidelity are tested, community partners and the participants themselves
should be engaged throughout the process.
Additionally, the fifth dimension of fidelity is program differentiation. Though
this thesis has established an a priori program differentiation plan to guide
implementation, each program component should also be evaluated in terms of its
particular impact on program adherence and mental health outcomes through randomized
controlled trials, quasi-experimental studies, and qualitative research.
Finally, while the current study has established that Community Mental Health
Ambassadors are a core component of the MOMS Partnership and prior research has
examined in a randomized control trial the impact of the MOMS community health
worker model (Smith et al manuscript in preparation), it has not assessed for the strength
of the relationship that the CMHA has with participants. Literature supports that outreach
efforts by community health workers are most successful when accompanied by a strong
therapeutic alliance (Mundorf et al 2017), which may also be evaluated as a component
of the fidelity measure.

Conclusions
In summary, community-based participatory work and implementation science
are both essential to ethical and effective research and intervention design. Both
disciplines also have a desire to generate real world evidence. Historically,
implementation science has evolved from quality assurance initiatives and thus focuses

more on the scalability of an effective service delivery program in a vacuum. When
context is considered, it may be done in a way that is bereft of any authentic community
engagement (Di Ruggiero and Edwards 2018). On the other hand, while participatory
health research focuses on the main beneficiaries of the program, there is a significant
gap in literature in terms of understanding how to scale interventions using a
participatory approach given the inadequate development of implementation science in
the social science disciplines (National Institute of Mental Health 2004). This is the
foundation for the fit versus fidelity tension that exists in describing the scale-out of
participatory research interventions.
Our aim in presenting replication of the MOMS Partnership through CBPR 2.0 is
to present a methodology that appropriately marries implementation science and
community-based participatory principles by asserting that a significant step in assuring
fidelity is program differentiation, which should be completed in order to appropriately
plan program scaling. Program differentiation – assessing which components bring about
desired outcomes – should involve core components which are replicated to ensure
fidelity to the original model as well as flexible components, which are communitydefined and driven. Thus, we assert that community responsiveness should be an element
that ensures program fidelity, rather than one that threatens to compromise fidelity.
Prior literature supports this – in 2018, Di Ruggiero and Edwards asserted that if
the ultimate goal is to “understand and characterize real world and dynamic contextual
conditions under which different social actors operate and to improve knowledge use,
then participatory health research is necessary for all implementation research efforts.”
Literature also supports that participatory research has a positive impact on intervention

outcomes – including greater sustainability and equity (Jewkes and Murcott 1998, Rifkin
et al 1988) and community capacity and empowerment outcomes, all of which contribute
to health outcomes (Wallerstein 2010, Minkler and Wallerstein 2008).
In response to the call for researchers working at the nexus of implementation
science and participatory research to explicitly document the approaches taken in
utilizing participatory health approaches to scale interventions (Di Ruggiero & Edwards
2018), we aim to establish CBPR 2.0 as a potential methodological framework that lays
on a foundation of both scientific disciplines.
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